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“The safest and 


most physiological 


laxative of today” 
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‘The Treatment of Constipation’, Pharm. J., 1958, 181, 337. 


Senokot is now the most widely prescribed 
stimulant laxative under the N.H.S. 





BASIC N.H.8. PRICES RETAIL PRICES 
(Taz free D.P.s) (Including Taz) 
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A continuous flow of effective and up-to-date 
medical and surgical know-how ... . 


THE CLINICS OF NORTH AMERICA 


Let these world-famous CLINICS OF NORTH AMERICA help 
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is and Treatment 
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270 illustrations. 130s. 


Two Forthcoming Volumes 


DEAFNESS 
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Fully illustrated. 
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A PRacrye A PRACTICE Consultant Anaesthetist, St. Thomas's and other Hospitals 
Mita, ANAESTHESIA and 


H. C. CHURCHILL-DAVIDSON, 
M.D., F.F.A. 

Consultant Anaesthetist, St. Thomas’s and other Hospitals 
This book is based on fundamentals and each system 
of the body is considered separately. Physiology—and, 
where necessary, anatomy—and the action of those 
drugs with which each system is primarily associated 
are dealt with first. Then the practical implications of 
anaesthesia for operations on various parts of the 
system are discussed. 

By the addition of a little more than the bare require- 
ments for competent anaesthesia in the operating theatre, and the descriptions in some 
places of a particular disease, pathologicai process, or therapeutic measure, it is hoped 
to give the reader a broad view of the subject and a good foundation on which to assess 
the value of the speciality. 

xvi + 1056 pp. 327 illustrations (| colour plate) (1959) 105s. 
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£2 10s. net, postage 2s. 


BIOCHEMICAL INVESTIGATIONS IN DIAGNOSIS AND TREATMENT 
By j. D. N. NABARRO, M.D., F.R.C.P. Second Edition. 84 in. x 5} in. £1 Ss., postage Is. 6d. 


THE SCHOOL HEALTH SERVICE 
By S. LEFF, M.D., D.P.H., Barrister-at-Law, and VERA LEFF. 84 in. x 54 in. 
£1 10s. net, postage !s. 6d. 
OXOSTEROIDS: The Use of Phenolic Hydrazides for Detection, Charac- 
terisation and Estimation 
By B. CAMBER, M.D. With 8 figures. 8} in. x 5} in. 12s. 6d., postage 6d. 


THE CLINICAL EXAMINATION OF THE NERVOUS SYSTEM 
By G. H. MONRAD-KROHN, M.D.(Oslo), F.R.C.P.(Lond.), M.R.C.S.(Eng.). Eleventh Edition. 
With 173 illustrations. 8} in. x 5} in. £2 net, postage !s. 9d. 


London: H. K. LEWIS & CO. LTD., 136 Gower Street, W.C.I 


Telephone: EUSton 4282 (9 lines) 














ANNOUNCEMENTS 








THE BRITISH MEDICAL JOURNAL 
THE BRITISH MEDICAL JOURNAL with its circulation 
of more than 63,000 copies a week, is read by between 80 
and 90 per cent of all practising doctors in the United 
Kingdom and by many thousands of others throughout the 
it is quoted in the press more often than any other 
medical journal. This is surprising, in some ways, because 
much of the material published on the more notable aspects 
of medicine is formidable in its technicality . . . and has to 
be, since it is directed towards the specialist. 

Something like two million words of fact and inference 


THE BRITISH 
MEDICAL 
JOURNAL 
AND 
CLINICAL 
TRIALS 


world. 


from facts are printed every year in the opening pages of 
the B.M_J.in an attempt to reduce the vast output of medical 
investigation to what will stand up to critical examination. 


* TAKING THE HARD WAY OUT 


The B.M.J. has never tried to write down to 
its readers. Much of what is published today 
in the B.M.J. is tough going. But it provides 
the evidence . . . the first essential of any 
science. For example, when the news broke 
in New York of the apparently magical 
effect of cortisone in the treatment of rheu- 
matoid arthritis, only one lone sceptic was 
heard among the uproar to remark that it 
was little better than aspirin. Eventually, the 
B.M.J. published the results of an exacting 
clinical trial by the Medical Research Council 
which showed that the one sceptical voice was 
not far from the truth. 


MEDICINE ON TRIAL 


Again, when the first reports came from the 
U.S.A. on streptomycin, its position in the 
treatment of pulmonary tuberculosis was 
equivocal. The B.M.J. was able to publish 
the results of the first controlled trial in the 
world on this subject, which was not only a 
model of how such trials should be done, but 
was displayed through the normal distri- 
bution of the journal to the rest of the world 
to serve as a practical guide to the use of 


streptomycin in treating a universal scourge. 
Papers on B.C.G. vaccination, immunisation 
against influenza and whooping cough, and 
the relationship between smoking and lung 
cancer to name three of the most 
memorable . . . have done much to clear 
the ground by presenting carefully gathered 
evidence in a straight-forward way. 


ADIEU To THE A PRIORI 


Science . . . to return to first principles . . . 
is measurement. A hunch, a chance corre- 
lation, an unusual sequence of events, may 
point the way to a new method of treatment. 
Only carefully controlled clinical trial can 
provide positive evidence. New drugs, new 
operations, new interpretations are published 
and evaluated every week in the B.M.J. 
Only by impartial application of scientific 
knowledge can the false claims, stunts, and 
misapplied enthusiasms which confuse every 
new issue be identified and discarded. 


If you want the whole picture seen from the 
medical man's point of view, then you must read 
the original articles and the leaders and annota- 
tions published weekly in the British Medical 
Journal. 


BRITISH MEDICAL JOURNAL 


Publishing Manager, 


B.M.A. House, Tavistock Square, London, W.C.|I 


ANNUAL SUBSCRIPTION 
United Kingdom and Irish Republic £7. 7s. 
Abroad £4 4s. U.S.A. and Canada $13.50. 





THE PRACTITIONER 


CSPOT OE 


THE WORLD’S GREATEST 
BOOKSHOP 


x * FOR BOOK S*+ 


Famed Centre for 
MEDICAL BOOKS 


@ A bookshop such as booklovers 
dream of. There is no other 


bookshop, anywhere, to compare 
with Foyles. * 
—A Customer's Letter 


119-125, CHARING CROSS ROAD 
LONDON, W.C.2 
Gerrard 5660 (20 lines) Open 9-6 (inc. Sats.) 
(Two minutes from Tottenham Court Road 
Station) 
U2 700 C0200 00000020000 REELS ERE 


*PRESCRIBER’S LIST of 
PROPRIETARY MEDICAL PRODUCTS” 


New and Revised edition classifies . . 

i. Proprietary medical products, 
alphabetically. 

2. Strengths, packs, prices. 

3. oe Indications and Therapeutic 

x, 

4. Manufacturers and their products, 
alphabetically. 

5. Drug Tariff Appliances. 

6. D.D.A. and Scheduled Poisons 
appropriately marked. 


UAH RAT 


STULL LLL LLU Ua LL 


. What a change! uncluttered 





+ without advertising.... 
ieabe — 


. indeed a valuadie 


asset to any surgery 


. 
fills a long needed want ..-- Ulcer pain? 
* One of the most 


Use! 
Seful reference bo 


OKs I have 
Sah ss 
ed daily.--> 


it 1s consult 


— 


one?! Be 


—_ 
> its 
busy pract 


for the 


1960 EDITION 

NOW AVAILABLE 

atl 5 / - POST FREE 

Cumulative Supplement of New Products 
10/- a set. 


Agreeable basic therapy. 
AVAILABLE APRIL, JULY AND OCTOBER Sad 


Benger for all peptic uleera- 

The Secretary tion. Does not cause alkal- 

THE UNICHEM ASSOCIATION esis, maintains vitamin and 
BROADWATER ROAD, LONDON, S.W.17 phecghens cheeepien. 


eee Aluphos is a trade mark 
RoPpchrahectnct ch its df sii 3 ii a J ' 








ANNOUNCEMENTS 








seh Sab 


in conditians. , 
: 


> 


WEATHERMASTER 


RAIN...MUD...SNOW...SLUSH... whenever the weather makes 
driving conditions tricky Dunlop Weathermaster tyres will GRIP as no tyres have 
gripped before. Fit them to rear wheels or all four, and 

be sure of a perfect getaway, tenacious road-hold and a 

safe unswerving pull-up. Fit Weathermaster and relax 

in the feeling of positive safety under your car. Give it 

that Weathermaster GRIP. There’s no point in delaying. 

Tubeless or with tube. ~~ 


Chm MEd 148 





““BARBITURATE 
DEATHS 
INCREASING” 


Under this warning headline the British 
Medical Journal, in an editorial of October 
17, 1959, draws attention to the increasing 
number of deaths by poisoning, once again 
emphasizing “that barbiturates are the most 
prominent group of drugs causing these 
deaths.” How great the increase has been in 
recent years can be seen from the latest avail- 
able figures, which show that 75% of suicidal 
deaths due to drugs and 80% of all accidental 
deaths by poisoning are caused by barbitu- 
rates. From these facts it is evident, the article 
concludes, that the barbiturates present a 
hazard that the existing precautions against 
overdosing have not overcome and that “the 
increasing number of these deaths would 
suggest that something more is needed.” 


‘DISTAVAL’ 


TRADE MARK 


NON-BARBITURIC |: 


(aur 


THE DISTILLERS COMPANY (Biochemicais) LIMITED 
Broadway House, The Broadway, Wimbledon, London, S.W.19 
Telephone : LIBerty 6600 


Owners of the trade mark ‘Distaval’ 





A SAFE 
ALTERNATIVE 


A letter to the British Medical Journal (October 
3rd, 1959) from a General Practitioner, suggests 
that the new non-barbituric drug ‘Distaval’ 
seems to be “‘a satisfactory sedative and hypno- 


, 


tic in many patients” and that its use “might go 
a long way towards reducing the present annual 
mortality from overdoses of the central nervous 
system depressants currently prescribed.” In 
support of this view the writer gives the follow- 
ing case history: 

A 70-year-old man, suffering from insomnia 
associated with mild senile dementia, took 
twenty-one 100mg. tablets by mistake. No 
specific treatment was given, there was no vomit- 
ing or evidence of respiratory or cardiac depres- 
sion. After 12 hours apparently normal sleep the 
patient woke up, remaining a little drowsy for a 
further 24 hours. 

Since the introduction of ‘Distaval’ two years 
ago a number of reports have been received of 
cases of gross overdosing with similarly harm- 
less results. On the other hand, no severe toxic 
effects of any kind have been reported. 


SAFE and effective 


EDATIVE AND HYPNOTIC 


As a sedative ADULTS, one 25mg. tablet 2 or 3 times 

a day, INFANTS & CHILDREN, half to one 25mg 
DOSAGE: tablet 1 to 3 times a day 

As a hypnotic. ADULTS 50mg. to 200mg. INFANTS 

& CHILDREN, 25mg. to 50mg. at bedtime. 


Penne fee 
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SPENCER 


Scientific Individual Designing 
ensures Effective Support Therapy 


This elderly patient, suf- 
fering from ventral and 
inguinal hernias, hip injury 
and arthritis presented a 
difficult problem indeed 


See how Spencer, follow- 
ing her doctor’s prescrip- 
tion, supported and 
re-aligned her body in the 
Spencer Surgical Belt and 
Brassiere individually des- 
igned, cut and made to meet 
her exact requirements, 
comfortably effectively 


The Spencer Surgical Sup- 
port Fitter will be happy 
to demonstrate the value 
of this method of Spencer 
Individual Design for your 
patients requiring medical 
or orthopaedic support 


Write for Brochure “‘ Accepted uses of Spencer Individually-Designed Surgical, 
Therapeutic, Maternity and Orthopaedic Supports as an aid to Doctors and 
Surgeons.” 


For further information and Brochure on Spencer Supports write to: 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 
Surgical and Orthopaedic Supports 


SPENCER HOUSE BANBURY OXFORDSHIRE 
Tel.: Banbury 2265 
London Office: 2 South Audley Street, W.1. Tel.: GROsvenor 4292 


APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 
THROUGH SUBSIDIARY COMPANY SPENCER (SURGICAL SUPPLIES) LTD. 


Trained Retailer-Fitters resident throughout the Kingdom. Name and address of nearest Fitter supplied 
on request. 


Copyright 
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in most Cases... 


COOC ends the need for painful penicillin injections 


COMPOCILLIN-VK (Potassium Penicillin V) provides high blood levels quickly and con- 
veniently. CVK may be used wherever penicillin therapy is indicated, 
the easily swallowed Filmtabs and cherry-flavoured CVK Solution 
being particularly suitable for children. The normal adult dose is 
125 mg. to 250 mg. every four to six hours; for children, dosage may 
be reduced in proportion to weight. CVK is also available combined 
with double and triple sulphas. 


ABBOTT LABORATORIES LTD - LONDON 
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throughout a decade— 


‘Tyrozets’ have been prescribed millions of 
times. Patients appreciate their agreeable 
flavour, soothing action and rapid effects. 
‘Tyrozets’ are not advertised to the public 
and may be confidently prescribed (on 
E.C.10)—as they have been for so many 
years. In the coming months ‘Tyrozets’ will 
be of great value when winter brings its 
usual complement of sore throats. 


Average dosage, one lozenge every 3 hours. 
The United Kingdom N.H.S. basic cost is 
Is. 8d. per tube of 12 lozenges. 


Tyrozets 


TYROTHRICIN-BENZOCAINE LOZENGES 


have soothed sore throats 


MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 
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a NEW ointment for the treatment 
of all bacterial skin infections 


~ ECOMYTRIN ..... 





A NEW ANTIBIOTIC 
ECOMYTRIN Ointment contains amphomycin, 0.5%, a potent new antibiotic 
derived from Streptomyces canus. Neomycin, 0.33%, is also included 
and these two antibiotics are effective against virtually 
all pathogenic bacteria. Neither antibiotic is used systematically. 


A NEW BASE 
ECOMYTRIN differs from other antibiotic ointments in one important respect. 
Because amphomycin is stable in water, it is possible to make 
an oil-in-water preparation with the whole of the antibiotic content 
in the aqueous phase. This has three advantages: 


The antibiotics are brought into very intimate contact with 
the skin and response is rapid. 

2 In acute infected weeping lesions, there is no interference with 
the weeping process (in contrast to greasy ointments). 

3 ECOMYTRIN is cosmetically acceptable. 


stable -economical . rapidly effective - non-greasy - pleasant to use 


INDICATIONS: Primary infective skin disorders. Secondarily infected skin disorders. 
ADMINISTRATION: Ecomytrin should be used three or four times daily 
in a thin layer applied directly to the affected skin area. 
PRESENTATION: Ecomytrin is available in tubes of 15 G. .4 
©: 
“< 


WILLIAM R. WARNER & CO. LTD., EASTLEIGH, HAMPSHIRE. £€0428/3 
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*Therapeutische Umschau 1952, 8, 143 


Tetrahydrofurfuryl salicylate ... 
Ethyl nicotinate 

n-Heryl nicotinate 

Ethyl p-aminobenzoate 
Water-miscible cream base ad 


Transvasin is the registered trade mark of Lloyd-Hamol Ltd. 
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penetration in Arthritis and 


Rheumatism 


NICOTINIC, SALICYLIC AND p-AMINOBENZOIC ACIDS in Ester form 


In cases of soft-tissue rheumatism, and arthritic disorders, many doctors 
are tending more and more to regard Transvasin as an indispensable adju- 
vant to treatment. 

For Transvasin is composed of the esters of nicotinic, salicylic and 
p-aminobenzoic acids. These esters readily pass the skin barrier in thera- 
peutic quantities, and so enable an effective concentration of drugs to be 
built up where they are needed.* 

Transvasin not only induces vasodilation of the skin with a superficial 
erythema, but also brings about a deep hyperaemia of the underlying tissues. 
It is non-irritant and can be safely used on delicate skins. 

It is now being widely prescribed, with successful clinical results. Since 
a very small quantity is sufficient for each application, the cost of treat- 
ment is extremely low. 


LLOYD-HAMOL LIMITED (h) 11 Waterloo Place, London, S.W.1. Whitehall 8654/5/6 


Transvasin is available in 1 oz. tubes, 
basic N.H.S. price in the U.K. 2/6. 
Samples and literature wil. be gladly 
sent on application. 
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© prompt, aggressive 
antibiotic action 

* areliable defence against 
monilial complications 


both are often needed when 
bacterial infection occurs 


for a direct strike at infection 


Mysteclin-V contains tetracycline-phosphate potentiated 


It provides a direct strike at all tetracycline-susceptible organisms 
(most pathogenic bacteria, certain rickettsias, certain large viruses, 
and Entamoeba histolytica). 

It provides the new chemical form of the wor!d’s most widely prescribed 
broad spectrum antibiotic. 

It provides unsurpassed initial blood levels—higher and faster than older 


forms of tetracycline—for the most rapid transport of the antibiotic to the 
site of infection. 


monilial complications 


for protection against 


Mysteclin-V contains Nystatin 
It provides the antifungal antibiotic, first tested and clinically confirmed by 
Squibb, with specific action against Candida (Monilia) albicans. 
It acts to prevent the monilial overgrowth which frequently occurs 
whenever tetracycline or any other broad spectrum antibiotic is used. 


It affords protection against antibiotic-induced intestinal moniliasis and 
its compiications, including vaginal and anogenital moniliasis, even 
potentially fatal systemic moniliasis. 


MYSTECLIN-V 


Squibb Tetracycline-Phosphate Potentiated and Nystatin 
Capsules (250 mg./250,000 u.), bottles of 12 and 100. 
Suspension (125 mg./125,000 u. per 5 c.c.) 60 c.c. bottles (on reconstitution). 


UI B B Squibb Qual. ty—the Priceless ingredient 
Sal Edwards Lane, Speke, Liverpool, 24 
"‘MYSTECLIN’ AND ‘MYCOSTATIN’ IS A SQUIBB TRADEMARK 
Nystatin is marketed in overseas countries under the trade name ot Mycostatin. 





CONFIDENCE 


in the contraceptive method— 


te 





in the contraceptive materials — 


‘ey 








vaginal gel 


bdel-Wrore)ehem-lol-Jehah-mel-1 mn ahaa Mam olUl i het ia Mam cl-lagi-1a 
Tiesto) hvar-te) °)il-1e ll oh alaal=t-t-10lg -leRlelel-1_m-lelelilet-haels 


Ortho Pharmaceutical Limited High Wycombe - England 














al reports single out ; 


RAMYCIN 


brand of oxytetracycline 


ffective single agent 


IN GHRONIC 
BRONGHITIS 


“* Of the treatment regimes tested, oxytetracycline 
[Terramycin] stood out as an effective single 
therapeutic agent... .”"! 


““A housewife, aged 41 . . . subject to winter 
bronchitis since childhood . . . is convinced that 
she has benefited enormously from continued 
oxytetracycline [Terramycin] —it has been a 
‘great boon’ to her. She has put on a stone in 
weight . . . is much less dyspnoeic, and her 
friends tel her that she looks a different person.””? 


“The most useful [oral antibiotic] is oxytetra- 
cycline [Terramycin] and there is no doubt as to 
its value in reducing the amount and the 
purulence of sputum.””® 


. oxytetracycline (Terramycin) appeared to 
be of value in so far as it improved a group of 
chronic bronchitics clinically, and reduced the 


amount of pus in their sputa.””* 








“The most suitable drug for prolonged ad- 
ministration is probably oxytetracycline [Terra- 
mycin] . . . This has given good results in a fairly 
high proportion of cases.” 


“ The patients who took oxytetracycline [Terra- 
mycin] tablets were on the average ill for two 
thirds as long as those who took control tablets 
and had half the number of days off work.’”* 


“No coagulase-positive staphylococci resistant 
to oxytetracycline were isolated from any 
specimen even after several courses of this drug.””® 


** Middle-aged and elderly people with bron- 
chitis are not suitable subjects for experimentation 
with the newest antibiotic that has come along 
and in such cases it is best to rely on a well-tried 
preparation so long as it gives good results.””’ 


. most of the patients taking oxytetracycline 
were improved as judged by various objective and 
subjective criteria.”* 


REFERENCES 

Brit. med. J., 1957, ii, 263 
Lancet, 1954, ii, 631 
Practitioner, 1955, 175, 670 


v= 


> 


4 Med. Press., 1957, 237, 524 

5 Practitioner, 1958, 181, 717 

6 Brit. med. J., 1957, ii, 1272 

7 Practitioner, 1958, 181, 684-5 

8 Editorial, Brit. med. J., 1957, ii, 459 


Science for the World’s Well-Being 
Pfizer Limited - Folkestone - Kent 


* Trade Mark £95 
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A new preparation! 





LAXIS AND TREATMEN 


MOUTH AND THROA 


is a palatable formulation employing the established 
bactericidal action of neomycin sulphate together with 
a new fungicide — bis-(2-hydroxy-5-chloro-phenyl) 
sulphide, which has been shown to exhibit a powerful 
action in controlling overgrowth of oral fungi. 


| INDICATIONS | Inflammatory conditions of the mouth and throat and 


oral moniliasis. 


FORMULA Each tablet contains —neomycin sulphate 5 mg. 


bis-(2-hydroxy-5-chloro-phenyl) sulphide 40 mg. 


| PACK | Carton of 20 tablets. Trade Price 2s. rod. + purchase 


tax. 


CALMIC LIMITED, CREWE, CHESHIRE. Telephone, Crewe 3251 (7 lines) 
LONDON : 2 Mansfield Street, W.1. Teicphone, Langham 8038/9 
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Cedilanid : 


SANDOZ —_ 4 


rapid digitalisation 











easy maintenance 


-—and safety above all 


TABLETS 
AMPOULES 





* ..-Cedilanid is probably safest of all”’ 


British Encyclopaedia of Medical Practice, 6, 407 


\ 
\ 
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Where large doses are indicated... 


Ce-K-Sal tablets contain soluble aspirin to provide rapid absorption 


without gastric irritation, with the protective Vitamin C for 
its detoxifying effect and value in febrile disease and 


Vitamin K for counteracting haemorrhagic tendencies 
induced by prolonged and 
intensive acetylsalicylic acid therapy. 


FORMULA: Each tablet ntains soluble aspirin equivalent to 
acetylsalicylic acid 325 mg 
acetomenaphthone (Vitamin K) 


(gr. 5 ascorbic acid 
Vitamin C) 20 me 


0.35 mg 


Literature and samples on request 


Ce-K-Sal 


SAFE SOLUBLE ASPIRIN 


PAINES & BYRNE LTD. PABYRN LABORATORIES GREENFORD MIDDX 
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NULACIN “has 


revolutionized the treatment 
of duodenal ulcer’ 


**This new method of the 
administration of antacids (Nulacin) 
has revolutionized the treatment of 
duodenal ulcer . . . milk drip is no longer 


part of our therapeutic stock in trade.” 


PROC, ROY. SOC. MED., December, 1958, 51, 1063 


Nu LACIN tablets, when allowed 


to dissolve slowly in the mouth, provide 
intragastric milk-alkali drip therapy 
safely and effectively for both the bed- 
ridden and ambulant patient. They 
may be relied on to provide a treat- 
ment for peptic ulcer as well as other 
conditions associated with gastric 
hyperacidity. 


The safety and effectiveness of 
Nulacin therapy has been proven 
by “in vivo” clinical work carried 
out in many countries. References 
to this work include :— 

Current Status of the Medical Treat- 
ment of Peptic Ulcer, Med. Times, 


January, 1958, I 


> 74 
Antacids, The Practitioner, January, 
1957, 178, 43 
Antacids in Peptic Ulcer, The Prac- 
titioner, January, 1956, 176, 103 
Recent Advances in the Ulcerative 
Diseases of the Gastrointestinal Tract, 
Amer. 3. Gastro., December, 1956, 
26, 665 
Ambulatory Continuous Drip Method 
in the Treatment of Peptic Ulcer, 
Amer. J. Dig. Dis., March, 1955, 22, 
67-71 
Management of Peptic Ulceration in 
General Practice, Med. World, De- 
cember, 1954, 81, 591-601 
Clinical Investigation into the Action 
of Antacids, The Practitioner, July, 
1954, 173, 46 
Further Studies on the Reduction 
of Gastric Acidity, Brit. 








Med. 7., 23rd January, 
1954, I, 183-184 
Control of Gastric Acid- 
ity by a New Way of 
Antacid Administration, 
J. Lab. @& Clin. Med., 
1953+ 42, 955 j 
The Effect on Gastric 
Acidity of “Nulacin” 
Tablets. Med. 7. Aust., 
28th November, 1953, 
2, 823-824 








Nulacin tablets have no B.P. equivalent. The Basic N.H.S. price of the 25 tablet tube is 2/-. 


Further information is available from : 
- PHARMACEUTICAL DIVISION 


HORLICKS LIMITED 
SLOUGH - BUCKS 
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EFFECTIVE LOCAL THERAPY 
WITHOUT RECOURSE 
TO ANTIBIOTICS 


DEQUADIN 


* has wide antimicrobial 
against oral pathogens 


* is antifungal as well as 
antibacterial 


is effective in the 


streptococcal sore 


is rapidly effective in 
oral thrush 


DEQUADIN 


~Q @o2etagae 





Dequadin Lozenges are available 
in tubes of 20 lozenges 


Dosage : One lozenge sucked slowly 


yeouy} pur 


every two or three hours. 


STANDARD REFERENCE CARD ON APPLICATION 


Manufactured in England by 
ALLEN & HANBURYS LTD LONDON E2 


N58/485 H 
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Ferroids 


FOR THE TREATMENT OF 
IRON DEFICIENCY ANAEMIA 


With ‘Ferroids’ tablets haemoglobin levels 
may be restored to normal 





without gastric irritation. 


This new and well-tolerated iron compound 
should be tried in ALL TYPES OF 
IRON DEFICIENCY ANAEMIA. 


One ‘Ferroids’ tablet, three times daily, 
may help to solve the problem of 
depleted iron reserves. 


Unusually high utilisation of absorbed iron 

during treatment with ‘Ferroids’ 

is thought to be due to the presence of amino acids 
with which the iron in ‘Ferroids’ is partly chelated. 


‘Ferroids’ tablets contain: 
Iron aminoates 350mg.* @ Vitamin B, 


*Equivalent to 35 mg. elemental iron. 


‘FERROIDS’ tablets are available 
in containers of 100 

and 1,000 54/8 

Prices quoted are basic N.H.S. costs 


*‘FERROIDS?’ is a registered trade mark of 


( RIKER ) RIKER LABORATORIES LIMITED 


LOUGHBOROUGH - LEICESTERSHIRE 10/59—F2 
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without a shadow of doubt 


clinical use continues to endorse ‘Saluric’ 


as the oral diuretic of choice 


The cost of treatment with ‘Saluric’ (chlorothiazide) has again 
been substantially reduced. The United Kingdom N.HL.S. 
basic cost is now 4s. 64d. per 12 x 0.5 G. tablets, 


‘ Saluric’ is a regd. trademark 


Merck Sharp & Dohme Limited 
O°) Hoddesdon, Herts 
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SEBODERM 
masters DANDRUFF 





Seboderm contains 15.6% 
CetrimideB.P., recently described 
as perhaps the most valuable 
addition to dandruff therapy. 
Leaves the scalp free from 
irritation and the hair soft, silky 
and clean. A once-weekly 
treatment is normally sufficient 
to ensure control. Seboderm 

is free from any form of irritant 
and is therefore valuable and 
effective in both simple dandruff 


and seborrhoeic dermatitis. 


A most valuable addition to DANDRUFF THERAPY 


Professional sample wiil be gladly sent on request 


PRIORY LABORATORIES LTD. 


PYRAMID WORKS, WEST DRAYTON, MIDDLESEX 
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The indication for Daprisal is 


‘ Daprisal’ is potent enough to be 

effective when ordinary analgesics fail. 

Yet ‘ Daprisal’ is safe enough for 

routine use in conditions such as simple 

headache 
herpes zoster - post-influenzal malaise 
migraine - rheumatoid arthritis 
headache + trauma 


sinusitis headache + surgical pain 


* Daprisal’ is both safe and potent. It is the analgesic of 
choice in all but the mildest or the most agonizing pain. 


Daprisal defeats pain 


@) Smith Kline & French Laboratories Ltd. 
Welwyn Garden City, Herts Daprisal’ is a trade mark 
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e “the most powerful analgesic known up to the 
Sing ular ly present time singularly more effective 


and less toxic than morphine acts equally 
well by mouth as by injection 


more effective immediately with maximum intensity 
Presse med.,(1957), 65, 700. 


p ; eee eee ; 
and less some patients with chronic pain have received 


multiple daily doses of dextromoramide for 
more than 20 months without development 

« of tolerance . .. . . mausea, vomiting, 
toxic than hypnotic effect, or psychic disorders have 
been encountered infrequently. Constipation 
is virtually absent.” 


morphine Anesth. & Analg., (1959), 38) 14. 





PALFIUM’ 


(M.C.P.875) 


In severe pain of inoperable carcinoma, 
severe colic and other forms of intractable 
pain, Palfium relieves pain without clouding 


consciousness or reducing mental activity. 


* d-3-methyl-2,2-diphenyl- Available as Tablets of 5 mg. in packs of 
4-morpholinobutyrylpyrro- 25 and 100 


lidine (Dextromoramidc) : : 
Also available in 5 mg. and 10 mg. ampoules. 


M.C.P. Pure Drugs Ltd. 


STATION WHARF, ALPERTON, MIDDLESEX 
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have proved the value of METATONE* 


Many years of clinical experience ; A ie 


in restoring norma! metabolic 
function after debilitating illness. of the 
METATONE is a combination of “ 
appetite-promoting vitamin B, g : } z 
with strychnine and mineral a Ze Patient 


glycerophosphates designed to 


assist and speed the convales- [i 


} 
‘cota 
f ; 


cent’s return to full vigour. 


* IMAUb MARK 


Supplied in bottles of 8,16 and 80 fi. ounces 


for rapid restoration of 
‘j: normal metabolic function 
after illness 


PARKE, DAVIS & COMPANY, Hounslow, Middlesex. Te/.: Hounslow 2361 
Inc. U.S.A. Liability Limited 
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IN CHRONIC BRO 


Doctors in eight industrial areas report on revolutionary mucolyti 


Recently sixty doctors in eight industrial areas 
with a high incidence of chronic bronchitis were 
asked to carry out a six wecks’ investigation on 
selected chronic bronchitics. The object of this 
study was to determine the effectiveness of Lomu- 
dase, a new mucolytic; Lomupren, a new presen- 
tation of the bronchodilator isoprenaline; and the 
Lomulizer, the new drug-powder disperser by 
which these drugs are topically applied. 

Results of this investigation show that 70.9% of 
patients treated showed an overall subjective 
improvement. 


THE PROBLEM 


Treatment for chronic bronchitis has so far been 
palliative. It has not touched upon the central fact 
emerging from pathological studies carried out in 
recent years; that quite early in the disease the respi- 
ratory tract fluid becomes more viscous, sticky and 
tenacious. As a result, the normal physiological mech- 
anism for removing bronchial secretions is drastically 
interrupted. The importance of the role played by 
this fundamental disorder has never been assessed— 
because up to now no method has existed of freeing 
the patient from the handicap of this retained sputum. 


THE NIDUS OF INFECTION 


Now that broad spectrum antibiotics are available, 
the recurrent episodes of pulmonary infection can be 
treated, but only at the cost of leaving behind a re- 
siduum of highly viscous mucoid sputum which cannot 
becoughed up. The patient’s disability is thus enhanced, 
his return to work postponed and a nidus of infection 


prepared for the next exacerbation. 


MUCOLYSIS BY ENZYME 


The latest approach has been based on a search for an 
appropriate mucolytic enzyme, delivered to the site 
of action with maximum efficiency. These studies 
indicate that chymotrypsin is the enzyme of choice: 
Lomudase is chymotrypsin presented as a ultra-fine 
powder within the particle size range of 2-6. 


EFFECTIVE BRONCHODILATION 


In the course of clinical investigations it has become 
clear that a great many bronchitics are also handi- 
capped by spasm of the bronchial musculature to a 
greater degree than is generally realised. The 
evidence points to the need for the concomitant use 
of antispasmodic and mucolytic therapies. The 
highly effective bronchodilator isoprenaline is also 
presented in a 2-6. ultra-fine powder form as 
Lomupren. This produces none of the side-effects 
that ordinarily accompany the use of sublingual 
isoprenaline and 0.1 mg. in this unique form produces 
immediate and maximal bronchodilation. 


THE INVESTIGATION 


It was considered that Lomudase, Lomupren and the 
Lomulizer would find their main use in general prac- 
tice where an investigation was arranged. In order to 
obtain the fairest possible results, more than §0 exact- 
ing criteria were evolved. Only patients with chronic 
bronchitis of considerable severity were asked to be 
included; many had underlying emphysema and bron- 
chiectasis. 
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and bronchodilator therapy. 


The 253 patients investigated lived in Manchester, Stoke, 
South Wales, Newcastle, West and N.E. London, Glas- 
gow and Belfast. 47 were excluded from the final assess- 
ment because their symptoms appeared to point to 
primary asthma rather than chronic bronchitis. 


58 patients received Lomudase and Lomupren together 
during the whole six weeks. Of these 84.5% showed an 
overall subjective improvement. 


972 patients received Lomupren alone in the first three 
weeks; Lomudase was added to their treatment during 
the last three weeks. 91.7% showed overall subjective 
improvement. 


Records of 76 further patients contained insufficient in- 
formation to be included in the detailed assessment. On 
the assessment given, 40.8% achieved a satisfactory sub- 
jective improvement. 


LOMU RANGE OF PRODUCTS 
LOMUDASE.-.0o1 Anson units of chymotrypsin and .1 mg. isopre- 


naline sulphate presented as an ultra-fine powder 
within the particle size range 2—6.. Basic N.H.S 
price—25§ cartridges 17/9d 


LOMUPREN-« similar presentation of .1 mg. isoprenaline. Basic 


N.H.S. price—25 cartridges 6s 


LOMULIZER-a unique drug-powder disperser which ens 
distribution of the Lomu powders throug! 
bronchial tree in their original 2—6 
form. Complete with carrying pouch and < 
hensive instructions—Basic N.H.S. price 8/3d 


Lomu, Lomudase, Lomupren, Lomulizer, are trade 
marks; patents pending 


——- 
| SENGER } 


BENGER LABORATORIES LIMITED HOLMES CHAPEL 
CHESHIRE ENGLAND 


$5 
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One of the millions 


5 years of 
use bear 
testimony 
to the safety 
of oral 
diabetes 
treatment 
with 


Nadisan 


oe) | RP 


Gradual reduction of the Nadisan 
serum -level after one single 
administration of 2g 


Prolonged effect 
High degree of reliability 
Excellent tolerance 


Nadisan, the first effective 

oral antidiabetic drug 

the discovery arising out of the 
pioneer work of 

Boehringer Mannheuws 


Cc. F. BOEHRINGER & SOEHNE GMBH MANNHEIM GERMANY 
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control that cough with Bromodeine 


Peasant-tasting, soothing Bromodeine controls 
coughing without eliminating the cough reflex. 
The bromoform and codeine have an anti-spasmodic, 
sedative effect; while congestion and irritation 
in chest and throat are relieved by extracts FORMULA: Bromof. B.P.C., 085%, 
. . Codeine Hydrochlor. B.P.C., 025%, 
of wild cherry, senega and krameria. Krameria B.P.C., Prunus Serotina 


Bromodeine is suitable for adults B.P.C., Senega B.P.C., as liquid extracts 
each of 114% 
and children of all ages. Packings: 2 oz, 4.0z, 16 0z, 80 oz bottles. 
| Basic N.HLS. cost : 2 fi. oz, 1/9 
as dispensed 


Bromodeine ..... 


5.) THE GROOEES LASORATORIOS LiMITSS - PARE BOVAL - (KQNDOR AwW16 
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A new way for treating 





thrombotic processes and 
the varicose syndrome 


j a cutaneously absorbable heparinoid 


its therapeutic effects: 


anticoagulant 
-9vasodilating 
fibrinolysis promoting 
antiphlogistic | 
mildly hyperaemic 


Hirudoid is available for the doctor's use through the firm of 
ROBERTS &CO. 76 New Bond Street LONDON W1 


Literature and medical samples on request 


LUITPOLD-WERK MUNICH 25 


Western,Germany 





for better control of vaginitis 


The leucorrhoea which brings patients to the 
physician is usually the result of a mixed infection 
Each of the three sulphonamides in SULTRIN 
Vaginal Tablets has optimal antibacterial activity 

at the different degrees of acidity at which 

common vaginal pathogens flourish - thus ensuring 
sustained therapeutic activity and response 





LITERATURE ON REQUEST 


Sultrin 


TRADE MARK 
triple sulphonamide vaginal tablets 


Sulphathiazole 171 mgm. Sulphacetamide 143 mgm. N'Benzoylsulphanilamide 185 mgm 


Ortho Pharmaceutical Limited Cac 


Saunderton + Buckinghamshire C77 





INDICATIONS: 

Middle-aged or elderly people who are 
debilitated or ‘trun down.”’ Prepar- 
ation for and recovery from planned 
surgery. Convalescent patients. Pre- 
mature infants. The child or 
adolescent who is under weight. 
Anorexia. Asthenia. Malnutrition. 
Wasting diseases. 


PRESENTATION: 


In vials of 25 and 100 tablets, each 
tablet containing25mg.Androstanolone. 
N.H.S. prices are 20/- and 70/-. 


* ANABOLEX”’ is a registered trade mark 
of Liloyd-Hamo!l Ltd., 
11 Waterloo Place, London, 8.W.1 





For the convalescent patient 


Anabolex 


the protein-anabolizing, non-virilizing steroid 


promotes: a return of appetite -an increase in weight -a sense of well-being 


PATIENTS who are run down or who are recovering from 
illness frequently suffer from fauity protein metabolism. They 
are in negative nitrogen balance. Protein, in effect, is being 
broken down and lost faster than it is being built up. 

Anabolex (androstanolone) restores the physiological bal- 
ance. Many clinical trials have shown that, following the 
administration of Anabolex, there is an immediate return of 
the body’s capacity to build up protein. The patient feels 
better, eats better and gains weight. 

Here, then, is a physiological ‘‘tonic’’ with a wide therapeutic 
range. The weakness, lassitude, lack of energy and interest 
associated with many pathological states may be rapidly 
overcome by the administration of Anabolex. 

Anabolex can be safely given to patients of all ages and both 
sexes; in therapeutic doses, its virilizing properties are almost 
negligible. The only known contra-indication is prostatic 
carcinoma. 
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The Vew concept ior 
relief of the common cold 


Relief in minutes—lasts for hours 


An orally administered decongestant has much better distribution to the mucous 
membranes of the respiratory tract than nasal sprays, drops and inhalants, 
and this ‘‘affords opportunity for shrinkage in areas that could not be 


approached by sprays, drops or actual topical application.”’* 


‘TRIOMINIC’ “‘dries” and decongests nasal passages, combats 

allergic symptoms—with little likelihood of rebound congestion or 
pathological changes in the nasal mucosa, and without risk 

of local overtreatment or ‘‘nose drop addiction.”’ Especially valuable for 
night-time cough caused by postnasal drip. 


*Arch. Otolaryng., 1954, 59, 48 


Literature and sample on signed request (S4) of physicians only 


A. WANDER LIMITED 
42 Upper Grosvenor Street, London W.1 
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‘TIMED-RELEASE TABLETS {WANDER 


FORMULA 
Each “timed-release” 

‘TRIOMINIC’ Tablet contains: 
Phenylpropanolamine-HC1 . . 50 mg. 

(Norephedrine-HC1) 
Mepyramine maleate B.P. . . .25 mg. 
Pheniramine maleate ....... 25 mg. 

‘Triominic’ Wander is Schedule 4 


| 


DOSAGE 
I tablet in the morning, afternoon and 
in the evening if needed. An average 
prescription is 12 tablets. 


PACKS 
Supplied for dispensing in bottles of 
50 and 250. 


PRICE 
Basic N.H.S. Price for 12 tablets (4 
days’ treatment) is 2/Id. plus P.T. 


Also Available 
‘Triominic’ Syrup, for children and 
those adults who prefer aliquid medi- 
cation, in bottles of 2 fl. oz. and 20 fl. 
oz. (dispensing). Basic N.H.S. Price 

for 2 fl. oz. is 2/6d. plus P.T. 











The Vew concept for 
reliel of the common cold 


Relief in minutes—lasts for hours 


An orally administered decongestant has much better distribution to the mucous 
membranes of the respiratory tract than nasal sprays, drops and inhalants, 
and this ‘‘affords opportunity for shrinkage in areas that could not be 


approached by sprays, drops or actual topical application.’’* 


‘TRIOMINIC’ “‘dries” and decongests nasal passages, combats 

allergic symptoms—with little likelihood of rebound congestion or 
pathological changes in the nasal mucosa, and without risk 

of local overtreatment or ‘‘nose drop addiction.” Especially valuable for 
night-time cough caused by postnasal drip. 


* Arch. Otolaryng., 1954, 59, 48 


Literature and sample on signed request (S4) of physicians only 


A. WANDER LIMITED 
42 Upper Grosvenor Street, London W.1 
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and nasal congestion 
orally with 


fat-diillal 


‘TIMED-RELEASE TABLETS {WANDER 





FORMULA 
Each “‘timed-release”’ 

‘TRIOMINIC’ Tablet contains: 
Phenylpropanolamine-HC1 . . 50 mg. 

(Norephedrine-HC1) 
Mepyramine maleate B.P. . . .25 mg. 
Pheniramine maleate ....... 25 mg. 

‘Triominic’ Wander is Schedule 4 


DOSAGE 
| tablet in the morning, afternoon and 
in the evening if needed. An average 
prescription is 12 tablets. 


PACKS 
Supplied for dispensing in bottles of 
50 and 250. 


PRICE 
Basic N.H.S. Price for 12 tablets (4 
days’ treatment) is 2/1d. plus P.T. 


Also Available 
‘Triominic’ Syrup, for children and 
those adults who prefer aliquid medi- 
cation, in bottles of 2 fl. oz. and 20 fi. 
oz. (dispensing). Basic N.H.S. Price 

for 2 fl. oz. is 2/6d. plus P.T. 
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an ENTIRELY NEW 


anal e)alelire 





Produces natural sieep 


Free from the disadvantages of barbiturates: 


% Non-habit-forming 


MELSEDIN—methaqualone hydrochloride—is a new 
non-barbiturate hypnotic which produces natural sleep and is 
often effective where other hypnotics have failed. MEeLsrepin 
is of low toxicity, quick-acting—within 15-30 minutes—and 
its effect lasts for 6-8 hours. Side-effects are negligible; rapid 
excretion obviates cumulative effects, and neither tolerance 
nor addiction has been demonstrated in Metseprn therapy 
MELSEDIN is an entirely new product chemically unrelated 
to all other hypnotics. It is the ideal alternative to 
barbiturates in the treatment of insomnia 

posaee: A dose of 150 mg. 15-30 minutes before retiring 
will usually be sufficient. In some cases, a dose of 300 mg. 
may be necessary at first, reducing later as the 


condition responds. 


MELSEDIN is supplied in tablets of 150 mg 
containers of 25 5 - (Plus P. Tax) 


Basic N.H.S. prices containers of 100 iSi-(, ae 
containers of 500 60'-( .. .) 


Further information wil! be gladly sent on request 


BOOTS PURE DRUG COMPANY LTD 


STATION STREET, NOTTINGHAM Roe 
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Secergan 


phenothiazine derivative 


anticholinergic 


antispasmodic 


SEC ERGAN, combining a rapid antisecretory effect with 

a gentle spasmolytic action, is a new and better treatment 
for peptic ulcer patients. SECERGAN is an advance upon 
other agents because it exerts a triple action—it reduces 
the acidity of gastric secretions; it reduces the volume of 
gastric secretions; and it reduces hyperperistalsis 
SECERGAN is an advance upon other agents because it 
produces virtually no side-effects 


SECERGAN Tablets contain 150 mg 
10- x-dimethylaminopropiony!)-phenothiazine 
methobromide. Bottles of 50 and 250 


helps to bring the 
peptic ulcer patient back to normal 


|® 
an Astrapharm-Hewlett product 


Astrapharm Limited, Watford, Herts 
® Regutered Trade Mark 
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RUBRIMENT 


.€&&8 2 2.2 s*S4 


A 
LONG-ACTING, 
EFFEGTIVE, 
ECONOMICAL 
RUBEFACIENT 


RUBRIMENT may safely be prescribed whenever a rubefacient ts 


indicated. 


RUBRIMENT is long-sustained in action, and for the relief of pain 


in muscular rheumatism, fibrositis, lumbago and allied conditions, 


one application a day has been found to be sufficient. 


RUBRIMENT is non-greasy, non-staining, and is free from un- 


pleasant odour. It contains 2.5% benzyl ester of nicotinic acid 


and 0.1°% Capsicin. 
PACKS AND PRICES 


CREAM 
tubes of 20G . 1 8d 
jars of | b 


LINIMENT 
bottles of 2 fl. oz. . 2 
bottles of 20 fi. oz. 


21/- + 


Basic N.H.S. Price 


5d. P.T. 
5/2d. P.T. 


Samples will be sent on 
request. Further 
information may be 
obtained from: 


HORLICKS LIMITED 


Pharmaceutical Division, 
Slough, Bucks. 





THE PRACTITIONER 








s |] ° ° - 7 
Trivial Abrasions 


Children’s playgrounds provide a rich harvest of 

minor cuts and abrasions with the attendant 

risk of infection if treatment is not prompt. 

Pieces of lint held in position with bandages 

around the leg or arm are particularly inefficient 

and inconvenient when one considers how active 

the wearer must inevitably be. DALMAS First 

Aid products provide the ideal answer to “on 

the spot”’ treatment of those small wounds 

which not only distress the young patient but 

are potentially dangerous 
DALMAS 
DOCTOR’S CABINET 


contaimng 180 Dalmas 
Waterproof Dressings 
in seven sizes and 
shapes with 1 yard 
Dalmas Strapping 


DALMAS LTD - JUNIOR STREET - LEICESTER 
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IMMEDIATE RELIEF 


OUTER LAYER: ISOPRENALINE 


LONG-LASTING EFFECT 


NUCLEUS EPHEDRINE AND THEOPHYLLINE 


FOR ASTHMA 


ISO-BRONGHISAN 


DOUBLE-ACTION TABLETS 


Each tablet contains lsepropy!-Nor-Adrenaline (iseprene/ine) ge, i 
Ephedrine hydrechior. gr. 2/5: Theophylline gr. 2. Packs of 20's & 100°s 


Samples and literature available on rcquest to: 
SILTEN LTD - SILTEN HOUSE - HATFIELD - HERTS Hatfield 30/2 
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The management of Pain 


DF 118 


DIHYDROCODEINE BITARTRATE 


a potent oral analgesic 


In general practice DF 118 fills the gap 
between Tab. Codein. Co. and Morphine. 
It causes fewer side effects than other 
analgesics of equal potency 

and is not D.D.A. 


PACK BASIC N.H.S, PRICE 


Tablet of 30 mg. 25 5s. Od. 
do. 100 | 16s. 8d 


DUNCAN FLOCKHART OF EDINBURGH 
The Doctors’ House 





Duncan, Flockhart & Co. Ltd., Edinburgh 11 adf 288 
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An old friend in a new guise 


a molecular complex of chloral hydrate 


in tablet form WELL DORM 


(dichtoraliphenazone) 


‘Welldorm’ has all the advantages that make chloral hydrate one of the best 
hypnotics. It has none of the disadvantages—the nauseating taste and smell, 
the gastric irritation—that restrict the use of chloral in daily practice. 
‘Welldorm’ induces, without excitation, calm deep sleep with no hangover 
effect. ‘Welldorm’ is ideally suited for both the very old and the very 
young, because it is one of the safest of all hypnotics. 

‘Welldorm’ is presented as tablets each containing 10 grains dichloralphen- 
azone in 25s and 250s. The basic NHS cost of 12 tablets (supplied from a 
dispensing pack) is 1/-. There is also available a 2} grain strength for 
children at a basic NHS cost of 6d. for 12 tablets (supplied from a 
dispensing pack). Clinical samples will be sent on request. 


WELLDORM 


safe, non-barbiturate sedative /hypnotic 


Smith & Nephew Pharmaceuticals Limited 
WELWYN GARDEN CITY, HERTFORDSHIRE od 
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for 
GRADUAL 
(not sudden) 
reduction in 





blood pressure 


ONE TABLET AS SOLE OR BASIC THERAPY 
IN ALL GRADES OF ESSENTIAL HYPERTENSION 


Average dosage: 2 tablets twice daily 
(Dosage range: 2 to 8 tablets daily) 


Composition: Hydrochlorothiazide 12.5mg., Reserpine 
0.0625 mg., Potassium chloride 572 mg. 


The United Kingdom N.H.S. basic cost is 5/- per 25 tablets 
(plus P.T.) 


SALUPRE 


Hydrochlorothiazide— Reserpine— Potassium chloride 


MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 
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Edrisal 


relieves the pain 
the cramps 
and the depression 





of dysmenorrhoea 








In the symptomatic treatment of 
dysmenorrhoea, ‘Edrisal’ will succeed 
when ordinary analgesics fall. ‘Edrisal’ 
is a combination of aspirin and 
phenacetin with ‘Benzedrine’'—the 
established antidepressant. it relieves 
not only the pain and the cramps of 
dysmenorrhoea, but the depression 
that so often accompanies and 
magnifies such pain 


Each ‘Edrisal' tablet contains: 
amphetamine sulphate (‘Benzedrine’) 
2.5 mg., acetyisalicylic acid 160 mg., 
and phenacetin 160 mg 


Smith Kline & French Laboratories Ltd 
Welwyn Garden City, Herts 


ES: PAS9? ‘Edrisal’ is a trade mark 
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For the treatment of nasal 


carriers of Staphylococci 


HE IMPORTANCE of dealing with nasal 

carriage in people with recurrent 
staphylococcal skin lesions is now well 
recognised. Carriers of pathogenic strains 
in hospitals also require treatment. 

Preparations used for treating nasal 
carriers should be easy and not unpleas- 
ant to apply; they should not contain 
antibiotics which are used systemically; 
they should not provoke sensitivity 


reactions nor produce resistant strains. 

“Naseptin’ has been specially formu- 
lated with these objects in view, and may 
be used prophylactically (e.g. on patients) 
or for therapy. 

This combination of ‘Hibitane’ and 
neomycin has been widely used. It has 
not led to sensitisation reactions, and 
organisms do not become resistant.* 

* Lancet, 1957, ti, 1157 
Lancet, 1959, it, 781 


Naseptin Nasal-Carrier Cream 


TRADE MARK 


Contains ‘Hibitane’ (chlorhexidine) Hydrochloride 0.1% and Neomycin 


Sulphate B.P. 0.5%. 


Issued in tubes of § grammes. 


Basic N.H.S. cost 2/4d. plus P.T. 


Literature is available on request. 
IMPERIAL CHEMICAL INDUSTRIES LIMITED 


PHARMACEUTICALS 


Ph.o8s 
DIVISION WILMSLOW CHESHIRE 
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“All right, Mr. Baxter, shall we continue?... 


. now that you seem to be getting the idea, just let me reiterate that 
1.Z.S., as you so neatly put it, * has something the other insulins 
haven't got.” In other words, in about 90 per cent. of patients the blood-sugar 
level can be controlled for up to 24 hours with a single injectian of 1.Z.S. 
When you compare the various insulins available, you'll find that no other form 
is sO universal in its application as I.Z.S. This is, among other things, 
because 1.Z.S. does not contain any protein or peptide material other than 
the insulin itself, and is therefore practically free of any allergic reactions. Perhaps 
Mr. Baxter will now give others a chance to raise :heir questions.” 


1.Z.S. A.B. Vials of 10 c.c 
40 or 80 units per c 


1.Z.S. (Amorphous) A.B. Vials of 10 c.« 7 Ps 7 
(nave 
40 or 80 units per c.c 


1.Z.S. eT a se es Suspension AB 





Joint Licensees and Manufacturers 
ALLEN & HANBURYS LTD THE BRITISH DRUG HOUSES LTD 
LONDON E2 LONDON NI 
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Butazolidin 


(phenylbutazone B.P.C. 50 mg. prednisone 1.25 mg.) 


Combined low-dosage 
antirheumatic 
Minimizes risk 
of hormonal imbalance 


Availability (Basic N.H.S. prices) 


Containers of 30 ae 10s. 8d. 
= 150 fae 52s. Od. 
500 js oe: Ser ae 


Geigy Pharmaceutical 
Company Ltd. 
Wythenshawe, Manchester, 23 





“In general practice 


’ 
f 


disorder ...’’ 
Lancet (1958) 1, 525 


of functional 


Belle 3a’ Retard 


BY ; SANDOZ 


in functional disorders 


1 tablet night and morning for continuous control of symptoms 





{| 23 Great Castie Street 


Sandoz House : 
/ London, W.1 




































































































































































































































































































































































































































































Tofranil Geigy Thymoleptic 

A major 
breakthrough in 
the treatment 
of depression 
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Today, hydrochlorothiazide is widely recognised as the 

most potent of all the oral diuretics. Ten to twelve times mo 
potent, weight for weight, than chlorothiazide, it largely 
supersedes mercurial injections . . . is remarkably 

well tolerated . . . and maintains its diuretic effect over long 
periods. And remember, there is no need to use the long 
chemical name on your hydrochlorothiazide prescriptions. 


Today’s short name for successful diuretic therapy is— 


The DC(B)L brand of hydrochiorocthiazid 


THE DISTILLERS COMPANY (Biochemicals) 
BROADWAY HOUSE, THE BROADWAY, WIMBLEDON, LONDON, S.W.19 
Telephone: LIBerty 6600 Owners of the trade mark ‘Direma’ 
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When prescribing 


Mh 


hydrochlorothiazide 
simply write ‘DIREMA’ 
25 mg. or 50 mg. according 


to the strength required. 


INDICATED IN 
CONGESTIVE HEART FAILURE 
G@DEMA OF PREGNANCY 
HYPERTENSION 
PRE-MENSTRUAL TENSION 
NEPHROSIS 

DRUG-INDUCED Q@DEMA 
(DEMA AND ASCITES DUE TO 
HEPATIC CIRRHOSIS 


DOSAGE RANGE 

ACCORDING TO THE SEVERITY OF THE CONDITION 

AND THE RESPONSE SECURED, DOSAGE WILL RANGE 

FROM 25 mg. ONCE OR TWICE DAILY TO 75 mg. 
TRADE MARK OR 100 mg. TWICE DAILY. 


ISSUED IN 
TABLETS OF TWO STRENGTHS, 25 mg. and 50 mg.— 
available in tubes of 25 and bottles of 100 and §00 


BASIC COST TO N.H.S. of 12 tablets from dispensing pack 
of 100—3s. 11d. or 7s. 24d. according to strength. 
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Feelings of insecurity, anxiety and depression are promptly relieved by 
Drinamy] tablets 


Each ‘Drinainyl’ tablet contains 5 mg. dexamphetamine sulphate BP and 32 mg. 
amylobarbitone 


SMITH KLINE & FRENCH LABORATORIES LTD 


DL:PA108 ‘Drinamyl’ is a trade mark 








Crys/al clear 


PREDSO! 


Wc 
PREDSOL 
wee 
PREDNISOLONE PHOSPHATE 
SKIN LOTION 


PREDNISOLOME DISODIUM PHOSPRATE 
A CLEAR AQUEOUS BASE 


s 


i eal 


Predsol* Lotion contains no 


insoluble hormone particles 


Predsol is soluble prednisolone phosphate 


* Glaro trade mark 

GLAXO LABORATORIES LTD, GREENFORD, 
MIDDLESEX BYROn 3434 

Subsidiary Companies or Agents in most countries 


LOT Ct TPR RT ME 
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1 signs 
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are obvious . 








DARTALAN 


safe and effective in 


PSYCHOSES Particularly Schizophrenia 


NEUROSES Tension states and patients with 
obsessional traits 


GERIATRICS Agitated states in the elderly 


GENERAL MEDICINE Pain in inoperable carcinoma and 
control of nausea and vomiting 


i See HIGH WYCOMBE, BUCKS 





A 70 THE PRACTITIONER 
ne 


DIABETES 


and the patient who fears injections 











RASTINON 


PROVIDES COMPLETE ORAL CONTROL 


that is safe and convenient 


THE DIABETIC PATIENT who suffers from an excessive fear of 
injections may undergo considerable psychic trauma. 

A large number of these patients* can now be controlled orally 
with RASTINON (tolbutamide). In many cases, one tablet by mouth 
once or twice a day is all that is necessary for maintenance. 

Not only does RastiInon make possible continued dosage ad- 
ministration that is free from psychological reactions ; in addition, 
blood sugar levels approach the normal without risk of hypogly- 
caemia. RASTINON is a true euglycaemic agent. 

In patients in whom maintenance dosage has been established, 
RASTINON lowers the blood sugar to normal levels, but almost never 
beyond that point, regardless of dosage. 

Rapid excretion precludes cumulative effects. No cases of 
dyshaemopoiesis, jaundice, or other serious side effects have been 
reported. 

There is no added cost of treatment for the patient previously 
on insulin. 





efe Over 1,250,000 
§* diabetics all over the 
world owe their well- tn 7  . WwW 
being to RASTINON, £3 NS cif Wi [ ; if 
The rate of response we _— -= = 
increases steeply with 
advancing age. 











HORLICKS LIMITED, SLOUGH, BUCKS 
Sole distributors in the U.K. for 


HOECHST PHARMACEUTICALS LIMITED, SLOUGH, BUCKS 
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in anticonvulsive therapy 


‘SPANSULE’ 
PHENOBARBITONE 


ensures constancy of the blood-barbiturate level 
‘the drug of choice’ in the most effective and 
convenient dosage form 


@®) SMITH KLINI €& FRENCH LABORATORIES LTD 


Welwyn Garden City, Herts 


SP :PA40 (col) 
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‘90% 


satisfactory 
response 
foled ae: tial-1¢ Mia) 
re Uaaleleir- tals 
patients” 


“The immediate clinical results were assessed 
after the first month’s treatment (with Roter 
Tablets)... . 81% of cases became symptom- 
free—70% of them during the first week and 
30% during the second week; a further 
9% were relieved of the majority of their 
symptoms. Thus there was a satisfactory 
response in 90% of cases... . In 75% of 
cases the patients found they were able to 
take foods which they had avoided for years.” 


Extract from the BRITISH MEDICAL JOURNAL 
(1955) 2, 827. 





IMPROVED THERAPY FOR 


PEPTIC 





“In a series of 155 cases of peptic ulcer 
treated with .. . . (Roter) tablets for three 
to six weeks, there was immediate relief of 
pain in 92% of cases and roentgenological 
healing of the ulcer in 819%, . . . . The special 
features of this medication are immediate and 
prolonged relief of pain, correction of gastric 
hyperacidity, absence of side reactions, 
effectiveness for ambulatory patients, and 
early healing of the ulcer in most cases.” 


Extract from the AMERICAN JOURNALI OF 
GASTROENTEROLOGY (1957) 28, 439. 


TABLETS 





F.A.I.R 





RRO ee eee em 


LABORATORIES LTD 
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“Immediate 





relief of 


pain in 


92% 


of cases”’ 


120, 640 and 


PACKINGS; Tins of 40, 
Basic 


dispensing size 720 (P.T. exempt). 
N.H.S. price: |/- for 10 tablets. 


ROTER Tablets are not advertised to 


the public and may be prescribed on 
E.C.10 forms. Literature on request. 
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“The immediate clinical results were assessed 


66 
8) after the first month’s treatment (with Roter 
(4) Tablets)... . 81% of cases became symptom- 
free—70% of them during the first week and 


satisfactory 30% during the second week; a further 


9% were relieved of the majority of their 

response symptoms. Thus there was a satisfactory 

. . response in 90% of cases... . In 75% of 
obtained in cases the patients found they were able to 
Taaleleir: tah @ take foods which they had avoided for years.” 


patients” Extract from the BRITISH MEDICAL JOURNAL 
(1955) 2, 827. 


IMPROVED THERAPY FOR 


PEPTIC ULCER 


‘ “Immediate 
In a series of 155 cases of peptic ulcer 
treated with ... . (Roter) tablets for three relief of 


to six weeks, there was immediate relief of 
pain in 92% of cases and roentgenological pain Tal 
healing of the ulcer in 81% . The special 
features of this medication are immediate and 6) 

prolonged relief of pain, correction of gastric Q P. (@) 
hyperacidity, absence of side reactions, 


effectiveness for ambulatory patients, and of cases”’ 
early healing of the ulcer in most cases. 
























Extract from the AMERICAN JOURNAL! OF 
GASTROENTEROLOGY (1957) 28, 439. 









PACKINGS; Tins of 40, 120, 640 and 
dispensing size 720 (P.T. exempt). Basic 
T A B L E _ Ss N.H.S. price: 1/- for 10 tablets. 
ROTER Tablets are not advertised to 


the public and may be prescribed on 
E.C.10 forms. Literature on request. 
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PHARMACIA 


UPPSALA: SWEDEN 60/61 Welbeck Street, London W. 1 





Clinical reports 


confirm efficacy 
om Hell tolerated 
wm Low toxicity 


me Special affinity 
for connective 


tissues 


SALAZOPYRIN 


an indispensable 
drug in the modern 


regimen of 





4lso indicated in other forms of colitis 





brand of 


salicylazosulphapyridine 


"The most widely 
accepted sulfonamide 
preparation to-day 

for the therapy 

of chronic ulcerative 
colitis is 
salicylazosulfapyridine.” 
Amer. J. digest. Dis. 3, 931, 1958 


Distributed by Savory & Moore Ltd. 
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Why does ZYMOCiN’ 


TRADE MARK 


outdate conventional 


antiseptic lozenges? 


BECAUSE ‘Zynocin’ contains xanthocillin, the new 
wide spectrum antibiotic for topical application. 
It is effective against gram-positive and 
gram-negative organisms commonly found in 
infections of the mouth and throat. 

BECAUSE the anti-fungal activity of xanthocillin in 
vitro has been demonstrated. Moreover, there is no 
evidence of resistance or cross-resistance to xanthocillin. 

BECAUSE ‘Zynocin also contains benzocaine, for 
prompt and prolonged relief of soreness and discomfort. 

BECAUSE their fresh fruit flavour makes the 
lozenges acceptable to patients of all ages. mt 


Ma uf 


Gach lozenge contains 
xanthocillin, 1 mg., benzocaine, 5S mg. 
in tubes of 12. 


Basic cost to the N.H.S. - 2s. 6d. 


THE DISTILLERS COMPANY (Siochemica/s) LIMITED 


Broadway House, The Broadway, Wimbledon, London, 8.W.19 
Telephone : LIBerty 6600 


Owners of the trade mark ‘Zynocin’ 








THE PRACTITIONER 








CHLOROMYCETIN® (chloramphenicol B.P. Parke-Davis 

is supplied in capsules of 0. — ials of 12, tins of 1 100 and 1000. 
Suspension Pe pe ge er Pa 

in bottles of 60 ml., with 4 ml. Speen. *Trade Mark 


PARKE, DAVIS & COMPANY, Hounslow, Middlesex. Te/.: Hounslow 2361 


nc S.A. Liability Limited 





ANNOUNCEMENTS 











Unique comprehensive 
treatment for 

Wounds, Ulcers, 
Dermatoses 


* CONTROLS INFLAMMATION 


by reducing erythema, oedema and pruritus without 
systemic effects or local interference with the healing 
process. 


** CLEARS INFECTION 
by destroying both gram-positive and gram-negative 
organisms and preventing further bacterial invasion. 


*** CLEANS THE LESION 


by removing necrotic tissue, crusted cell debris and 
exudates. Exposes wound surfaces to full effects of 
the anti-infective and anti-inflammatory agents. 


Formula : 
Each Gramme contains: Available in tubes of 5 G. Basic 
* Hydrocortamate N.HLS. Price 6/8d. 
ee Bt ay = L? —~$ in tubes of $ oz. (14.2 G.), Basic 
*** Proteolytic Activity 10,000 N.HLS. Price 16/8d. 
Armour Units in a water-miscible 
Ointment base. 


ARMOUR PHARMACEUTICAL COMPANY, LTD. 
A EASTBOURNE, SUSSEX. 
Regd. Trademark Telephone: Hampden Park 740 
Armour Means Protection Telegrams and Cables: ARMOLAB, Pastbourac 
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the 


HIGH PEAK 


oral penicillin 


BROXIL is the first of the new antibiotics 
prepared from the penicillin “nucleus”’ 
6-aminopenicillanic acid—isolated in the 
Beecham Research Laboratories. 


Potassium . 
Penicillin V 
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BROXIL 


} 


os i} Ct 
(BRI tte 


BROXIL produces a greater concentration of antibiotic 
in the blood after oral administration than any other 
oral penicillin. It produces blood level peaks two to 
three times as high as those following oral potassium 
penicillin V, and at least equal to those following in- 
tramuscular injections of penicillin G. 


BROXIL has an antibiotic spectrum similar to other 
forms of penicillin 


BROXIL 


(BRL 152) 
is the potassium salt of 6-(a-phenoxypropionamido) 


penicillanic acid 


BEECHAM RESEARCH 


Laboratories Ltd. 


GREAT WEST ROAD, BRENTFORD, MIDDLESEX 
Telephone: |SLeworth 411! 
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Relieving 
the bronchial tree . 
in asthma 


* ASMAC’ TABLETS are formularized to provide 

Spent ar relief of the bronchial tree both 
during actual dyspnoeic attacks of bronchial 
asthma, and during remissions. 


*‘ASMAC’ Tablets combine in a single prescription 
‘official’ drugs recognized for their reliability to 
effect mental sedation, decongestion, expectoration 
and bronchodilatation. 


PACKS AND COSTS TO PHARMACISTS 
Standard Tube of 20: 3/- 
Dispensing Bottles: 100, 12/-; 500, 52/6. 


A. WANDER LIMITED, 


42 Upper Grosvenor Street, 
Grosvenor Square, London W.1. 


Formula (each Tablet) 


Allobarbitone B.P.C. 0.03 g. (4 grain) 
Ipecacuanha Liquid Extract B.P 0.02 mi. ( 4 minim) 
Ephedrine Hydrochloride B.P 0.015g. (% grain) 
Caffeine B.P. 0.10 g. (1¢ grains) 
Aminophylline B.P. . O15 g. (2% grains) 

Pi, S1, S4. Permissible on N.H.S. scripts Mo ¢ 





New concept 


Nebrinal 


relaxant- 
hypnotic 


reproduces 


the normal 
sleep pattern 


FORMULA 

Each tablet contains— 

Pentobarbitone....50 mg 

Mephenesin B.P.....225 mg 
Schedule 4 

PACKS 

Bottles of 50 and 250 

PRICE 

Basic N.H.S. cost, 

4/- for 50 tablets 

DOSAGE 

Average adult dose: 

for insomnia—2 tablets; 

up to 4 tablets may be taken 

in severe cases. 

For general sedation— 

1 tablet every 6 to 8 hours. 


Nebrinal is a balanced combination of 
muscle-relaxant mephenesin and inter- 
mediate-acting pentobarbitone, presen- 
ted in the form of specially designed 
‘timed-release’ tablets to provide 
‘tapered’ dosage. 

The outer layer of the tablet rapidly 
releases about two-thirds of the two 
drugs to induce relaxation and sleep; 
the balance of the drugs is released 
from the inner core 3 to 4 hours later to 
sustain relaxed sleep on a reduced 
dosage. 

The amount of barbiturate to be in- 
activated at any one time is thus kept 
low. 


Nebrinal provides: 
INDUCTION OF SLEEP 


through relaxant plus hypnotic action 


SUSTAINED EFFECTIVENESS 
through ‘timed-release’ action 


REFRESHED AWAKENING 
WITHOUT ‘HANGOVER’ 
through ‘tapered’ dosage 


Further details and professional samples on request 
: A. WANDER LIMITED, 42 UPPER GROSVENOR STREET, LONDON W.1. aus 
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the first 
READY-PREPARED 
suspension 

of potassium penicillin V 


Oral penicillin therapy makes another 
notable advance with the introduction of 
‘Distaquaine’ V-K Suspension. This is the first 
and only ready-prepared suspension of 
potassium penicillin V—the highly efficient 
oral penicillin already widely prescribed in 


‘Distaquaine’ V-K Tablets. Now, with the 


introduction of ‘DQV-K’ Suspension, the benefits most efficient 
of potassium penicillin V are made conveniently oral penicillin 


available to all your patients, from the ie 
youngest to the oldest. Smooth in consistency in a 


and particularly pleasant to take, ‘DQV-K’ most acceptable 


Suspension is fully effective in teaspoon doses. f 


‘Distaquaine’ V-K Suspension 
Ip » 4 -;jK. is available in bottles of 60 ml. 
(approx. 2 fi. oz.). Each 5 mi. 
teaspoonful contains 125 mg. 
penicillin V. as potassium salt. 


SUSPENSION Basic Cost to N.H.S.—8s. 10d. 


aor THE DISTILLERS COMPANY (Biochemicals) LIMITED 


BROADWAY HOUSE, THE BROADWAY, WIMBLEDON, LONDON, S8.W.19 


Telephone : LIBerty 6600. Owners of the trade mark ‘Distaquaine’* 





ANNOUNCEMENTS 








at just the moment when 
the asthmatic patient 
cannot breathe at will 
the Medihaler 

can be effective because 
only the Riker Medihaler 
propels a dry aerosol 


of optimum size particles 
delivery of which 
does not depend upon 


a breathing effort 
CE LLL 
for rapid, dependable relief in bronchial asthma 


the fool-proof simplicity of 
the Medihaler gives the patient confidence 


for symptomatic relief 


ADRENALINI ISOPRENALINI 


Medihaler EPI Medihaler ISO 


and now Medihaler Iso Forte asoprenatine x5) 
for patients with reduced susceptibility or acquired 


tolerance to Isoprenaline 
Riker Laboratories Limited Loughborough Leicestershire 


*Medihaler’, ‘ Medihaler Epi’ and ‘ Medihaler Iso’ are registered trade marks RK80 12-59-M3 
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A new advance in the 


NARDIL 


BRAND OF PHENELZINE TRADE MARK 


a Safe and effective 
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depression 








reatment 0 


Onoamine oxidase inhibitor 


,. Nardil is a new kind of anti depressant which acts 
selectively on the brain. 


Nardil modifies the basis of depression, while sedatives, 
tranquillizers and CNS st: mulants merely mask symptoms, 


does not interfere with appetite or sleep. 


Nardil acts rapidly, improvement is seen within 
the first week and often in the first few days. 


Nardil abolishes symptoms in from 2 to 5 weeks and recovery is 
maintained for long periods after treatment has ceased. 


Nardil is safe—no toxic effects on blood or liver 
have been reported. 

Nardil has a simple and convenient dosage schedule 
(one tablet three times a day) which helps 

patient co-operation. 


Nardil is available in bottles of 100 and 500 sugar-coated 
tablets each containing 15 mg. phenelzine. 


Full technical information may be obtained from 


WILLIAM R. WARNER & CO. LTD... EASTLEIGH, HANTS. 
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Squibb hydroflumethiazide (Di-Ademil) 
and Squibb Standardized Whole Root Rauwolfia 
Serpentina (Raudixin) with Potassium Chioride 


IMPROVED 


better than any 


diuretic antihypertensive 


compound available 
because... 


Rautrax Improved contains DI-ADEMIL, a 
diuretic which produces diuresis equiv- 
alent to that seen with chemically related 
hydrochlorothiazide type diuretics, but with 
a LOWER POTASSIUM LOSS (Di-Ademil 
also has an antihypertensive effect of its 
own), and RAUDIXIN a superior anti- 
hypertensive with gentle, sustained 
antihypertensive action. Raudixin produces 
less gastrointestinal side effects than 
reserpine, and is less likely to cause 
depression. Although Di-Ademil produces 
diuresis with a LOWER POTASSIUM LOSS 
than any hydrochlorothiazide type diuretic 
available, 625 mg. of potassium chloride 
has been added to give patients maximum 
protection against possible potassium and 
chloride loss during long-term therapy. 


supply autrax Improv supp capsule- 
tablets containing 50 mg. Di-Ademil 50 mg  Roudixin and 625 
mg. potassium chloride. Available im botties of 25, 100 
and 500 

Di-Ademil (Squibb hydroflumethiazide) is also available as 
50 mg. tablets in borties of 25, 100, 500. 


A century of experience builds faith 


ER SQUIBB & SONS LTD 
EDWARDS LANE SPEKE LIVERPOOL 24 


‘Rautrax' and ‘Raudixin’ are trademarks 
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Squibb hydroflumethiazide (Di-Ademi!) 
and Squibb Standardized Whole Root Rauwolfia 
Serpentina (Raudixin) with Potassium Chloride 


MPROVED 


hetter than any 
diuretic antihypertensive 
compound available 


because 


Rautrax Improved contains DI-ADEMIL, a 
diuretic which produces diuresis equiv- 
alent to that seen with chemically related 
hydrochlorothiazide type diuretics, but with 
a LOWER POTASSIUM LOSS (Di-Ademil 
also has an antihypertensive effect of its 
own), and RAUDIXIN a Superior anti- 
hypertensive with gentle, sustained 
antihypertensive action. Raudixin produces 
less gastrointestinal side effects than 
reserpine, and is less likely to cause 
depression. Although Di-Ademil produces 
diuresis with a LOWER POTASSIUM LOSS 
than any hydrochlorothiazide type diuretic 
available, 625 mg. of potassium chloride 
has been added to give patients maximum 
protection against possible potassium and 
chloride loss during long-term therapy 


supply Plautrax Improved ts supphed as capsule-shaped 
tablets containing 50 mg. Di-Ademil £0 mg. Raudixin and 625 
mg. potassium chloride Available im bottles of 25, 100 
and 500 

Di-Ademi! (Squibb hydroflumethiazide) is also available as 


50 mg. tablets in botties of 25, 100, 500 


A century of experience builds faith 


ER SQUIBB & SONS LTD 
EDWARDS LANE SPEKE LIVERPOOL 24 


‘Rautrax' and ‘Raudixin’ are trademarks 
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EASIER 
ANALGESIA 


Experience has shown that 
‘PIPADONE’ Compound Tablets offer 
the simplest means of obtaining 

relief in severe pain. 

‘PIPADONE’ Compound Tablets are 
given by mouth. Incidence of 
side-effects is substantially lower 
than with morphine or other 

narcotics: nausea and vomiting 

are most unlikely; sedation is rare. 








The powerful analgesic dipipanone hydrochioride 
(25mgm. in each tablet) relieves severe pain, while 
cyclizine hydrochloride (SOmgm.) prevents nausea 
and vomiting. 7he /nitia/ dose /s ha/f a tablet increased 
later if necessary to one or one-and-a-half. 
*‘Pipadone’ Compound Tablets, which are 

subject to D.D.A. regulations, are indicated 
whenever pain is severe enough to require an 
analgesic as powerful as morphine. 


-) Pipadone’. 


COMPOUND TABLETS 





Powerful as injected morphine against pain 


he BURROUGHS WELLCOME & CO. LONDON 
(The Welicome Foundation Ltd.) 
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Framygen 


Framycort 


save systemic antibiotics for systemic uses 
in skin and eye infections use the 
potent antibiotic specifically for locai use 


Framygen and Framycort preparations all contain Framycetin —the potent 
antibiotic that is specific for local use. Framycetin is bactericidal: it is 
effective against all the pathogens commonly found in skin and eye infections. 
Bacterial resistance is very rare, and patient sensitivity has not been reported. 
Framycetin on the skin 

FRAMYGEN CREAM Framycetin sulphate 0.5 

FRAMYCORT LOTION Framycetin sulphate 0.5°,,, hydrocortisone acetate BP 0.5", 
FRAMYCORT OINTMENT As the lotion, but in a greasy ointment base. 


Framycetin on the eye 
FRAMYGEN OPHTHALMIC OINTMENT Framycetin sulphate 0.5%, 
FRAMYCORT OPHTHALMIC OINTMENT Framycetin sulphate 0.5°,,,hydrocortisone acetate BP 0.5° 


Genatosan Ltd Loughborough Leicestershire Gs3s 
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Unproductive?... 


such a Cough responds well to 


SYRUP 'HISTADYL E.C.’ 


TRADE MARK BRAN 
THENYLPYRAMINE COMPOUND E.C, 


Contains in each Scc. (teaspoonful): 


Codeine Phosphate 10 mg. 
Ephedrine Hydrochioride Ss mg. 
Theny!pyramine Fumarate 13°5 mg. 
Ammonium Chloride 110 mg. H 


Y, Chioroform. Menthol q.s. 
c lly Alcohol S%. 


ELI LILLY AND COMPANY LIMITED - BASINGSTOKE - ENGLAND 
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PAIN and insomnia are the two great levellers of mankind. Their alleviation 
has constituted the bulk of medical practice from time immemorial. It is 
not surprising therefore that a large proportion of the in- 
The genuity of the pharmaceutical companies of the world has 
Symposium been devoted to the search for the perfect sedative and the 
perfect analgesic—two concepts almost as illusory as that 
of the perfect man. Unfortunately, the search has involved the release of a 
torrent of sedatives and analgesics which is threatening to swamp the 
critical faculties of the practitioner. The position has not been improved 
by the current craze for so-called tranquillizers. It is in order to try and 
produce a semblance of order out of this chaos that we have produced this 
Special Number devoted to ‘Sedatives, Tranquillizers and Analgesics’. All 
the important aspects of the subject are covered by the team of fifteen ex- 
perts, every one of whom has scrupulously adhered to the editorial request 
to be practical, dogmatic and concise. From this survey of a most complex 
situation, three generalizations would seem to emerge. In the first place, 
morphine and aspirin still stand high—if not supreme—in the hierarchy 
of analgesics. Secondly, the wise rule for the practitioner is to adhere to 
one or two preparations rather than dissipate his interests in attempting to 
keep pace with new preparations as they appear. Thirdly—and perhaps 
most important of all—there are many more, and safer, methods of relieving 
pain and inducing sleep than those found in pharmacopeeias and pharma- 
ceutical companies’ drug lists. The milk of human kindness, understanding 
and sympathy are still most effective analgesics and sedatives, 














In his introductory article to this Special Number, Professor Stanley 
Alstead refers to the ‘host of synthetic chemists and experimental pharma- 
cologists who have created a new materia medica and carried 
Pain and out the preliminary screenings’. The validity of these methods 
Analgesics of screening analgesics has been questioned by many—both 
pharmacologists and clinicians—and thoughtful pharmaco- 
logists, such as Beecher—have repeatedly drawn attention to the differences 
between experimental and natural pain. In a thoughtful review of this 
problem, C. V. Winder (Nature (Lond.), 1959, 184, 494) discusses the many 
pitfalls awaiting the pharmacologist in his attempt to assess the potential 
analgesic action of new preparations in man. 
The three main methods of assessing the analgesic action of a drug in 
the experimental animal are: (a) the intensity of radiant heat, applied to 
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the back of a guinea-pig, to elicit a twitch of the skin muscle; (b) the amount 
of pressure on a rat’s tail to induce squeaking; (c) the strength of electrical 
stimulation of a rat’s rectal mucosa to induce squeaking. Using these 
methods, ‘during the last two decades many compounds of miscellaneous 
structure have been reported in the pharmacological literature to possess 
experimental anti-nociceptive potencies in animals more or less superior to 
that of aspirin 

has been generally accepted’. He therefore advances the hypothesis that 
‘the small anti-nociceptive action of aspirin, though necessary, is not suffi- 
cient by itself for mild analgesia; but is effectively potentiated(?) by a peri- 
pheral anti-preinflammatory action related to non-steroidal anti-rheumatic 
action which, however, is also insufficient alone’. This ‘preinflammatory’ 
process ‘could be a process more or less common to early tissue injury 
associated with various kinds of natural pain’. As a means of assessing anal- 
gesic efficacy, on the basis of this hypothesis, he draws attention to the 
method of measured pressure applied to the inflamed and ceedematous foot 
of the rat. Time alone will tell whether this new approach to the laboratory 
assessment of analgesics will prove any more effective than its predecessors, 
but on theoretical grounds it does seem to have certain advantages. Winder’s 
discussion of the subject, however, indicates the complexity of the problem 
facing the pharmacologist. 


THE quinquennial revision of the British Pharmaceutical Codex always 
throws an interesting light on progress in therapeutics. The 1959 Codex 
(The Pharmaceutical Press, price 7os.) is the usual happy 
The B.P. combination of the old and the new. Among the new drugs 
Codex 1959 added are bemegride, benactyzine, chlorothiazide, halothane, 
mercaptopurine, and tolbutamide. The deletions include an 
interesting mixture of the new and the old, the former including dicoumarol, 
the chloride and the iodide of hexamethonium, streptomycin hydrochloride, 
tetraethylammonium bromide, and thiacetazone. No tears will be shed over 
the discarding of amidopyrine, although some of the older generation will 
shed a metaphorical tear over the passing of chaulmoogra oil, dilute hydro- 
cyanic acid, and mercurochrome. The historian will note that at long last 
leeches lose their final vestige of official approval. 

The academic pharmacologist will raise his supercilious eyebrows as he 
scans the pages of the new Codex, but this is a work of reference for the 
clinician and the pharmacist—not the scientist whose oniy patients are 
experimental animals. As the revision committee point out, ‘there are a 
number of long-established drugs for which little published evidence of 
therapeutic efficacy exists but which are still frequently prescribed and 
obviously retain the confidence of many practitioners’. It is this admixture 
of conservatism that has been the strength of the Codex throughout the 
years, Fewer patients are going to suffer as a result of their doctors adhering 
to the tenets of the Codex than in the case of those who have the misfortune 
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to be submitted to the unknown hazards of the latest ‘miracle drug’. The 
Codex Revision Committee, and their able Editor, are to be congratulated 
once again on a job well done. 


A survey of hairdressers’ shops in central Glasgow, carried out by T. S. 
Wilson and H. S. Carter (Med. Offr, 1959, 102, 249) throws an interesting 
light on what is probably the typical state of affairs in 
Hairdressers’ barbers’ shops throughout the country. The survey is 
Hygiene based on the findings in 20 establishments catering only 
for men, 20 catering solely for women, and 1o catering 
for both sexes. The results indicate that the standard of hygiene in such 
establishments can scarcely be described as satisfactory. Particularly is this 
the case in establishments for men. Thus, in only five shops was a fresh 
neck cloth provided for each customer, and in only eight was any attempt 
made to sterilize the hair brushes every evening. The position with regard to 
combs was slightly better, but there was one shop in which the barber 
carried out no routine treatment of his combs. 

Bacteriological assays were in keeping with these findings. Only 10 of the 
27 hairbrushes examined from men’s establishments gave counts of under 
1000, and three of them yielded over 50,000. Coagulase-positive Staphy- 
lococcus aureus was isolated from 12 brushes, nine being from men’s shops, 
The position with regard to combs was that only one of 30 examined from 
men’s shops yielded counts of under 1000, and coagulase-positive Staphy- 
lococcus aureus was isolated from fifteen. The position was worst of all in the 
case of shaving brushes. ‘Twenty-six of these were examined and all, despite 
statements about washing and disinfection, were dirty except one, which 
yielded a count of 12,000 only. There were six which registered more than 
five millions. This is clearly a state of affairs which requires attention. As 
Wilson and Carter point out, ‘there is obviously room for improvement, and 
modern methods of disinfection and sterilization could be more extensively 
employed with benefit. One expects the best nowadays, and an alluring 
facade does not always guarantee this’. 


IN view of the disturbing extent to which house-flies are developing resis- 
tance to insecticides, considerable interest attaches to the suggestion of 
J. J. Steyn (S. Afr. med. F., 1959, 33, 730) that the old South 

Spiders African habit of using the social spider (Stegodyphus mimosarum 

and Flies Pavesi) to control flies should be reintroduced. Apparently for 
many years before the introduction of insecticides, South 

African farmers, as well as natives, employed social spiders most effectively 
to control flies, and the habit has been revived in recent years since DDT 
failed to keep them under control. As an example of the efficacy of this old- 
fashioned remedy, he reports that in the animal house of the Plague Research 
Laboratory in Johannesburg, where hundreds of rodents are bred, one nest 
of about 120 spiders sufficed to reduce the adult fly population by about 
60 per cent. within three days. He also refers to the experience in the 
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Tzaneen native location, where 840 nests were sited in pit-latrines. These 
were so successful that in this previously heavily infested location it was 
possible for the inhabitants to have their meals without flies. 

One of the advantages of this method of fly control is that the nests, which 
are obtained from the fields, are cheap. In kitchens they are suspended from 
the roof; where electric lights are used it is recommended that they be tied 
to the flex right up against the ceiling. Many a housewife will be horrified at 
the suggestion that she should festoon her home with spiders’ nests, but 
apparently Stegodyphus spiders are house-trained. According to their South 
African advocate, they do not fall or wander from nests suspended from 
ceilings; neither do they extend their webs except in the immediate vicinity 
of the nest. “Thus’, he reassuringly and dogmatically states, ‘not even the 
tidiest housewife needs be worried’. One cannot help wondering, however, 
whether perhaps South African housewives are not made of sterner stuff 
than their opposite numbers in the United Kingdom—or perhaps they have 
never heard of little Miss Muffet. 


THE response to the initial notice of the formation of The Practitioner 
B.U.P.A. Group, published in our October 1959 issue, has provided ample 

evidence of the demand there is for such a group. A large number 
B.U.P.A. of readers has already written in asking for further information. 

The essence of the agreement which we have entered into with 
the British United Provident Association is that as from January 1 sub- 
scribers to The Practitioner are able to register with the Association for 
sickness benefit at a reduction of 20 per cent. in the standard premium for 
the particular policy which they wish to adopt. Details of the scheme 
will be found in the leaflet accompanying this issue, and we would just 
remind those of our readers in Great Britain and Northern Ireland who 
wish to take advantage of this scheme, that now is the time to act, as the 
scheme comes into force this month. 


One of the major problems facing the general practitioner today is the dis- 
criminate use of the laboratory. There is such a large variety of tests nowa- 

days that it is often difficult to decide which are of real value 
Calling the in any one particular case. Even when the practitioner has 
Laboratory decided that a given test would be of value, he has still to 

decide what material is required for it. Equally difficult may 
be the interpretation of the result produced by the laboratory. Further, if 
the practitioner is to retain an intelligent interest in his work, and not be 
a mere robot, it is essential that he should know the principles of the different 
tests, even though the technical details of how it is done may be beyond his 
understanding. It is to help the practitioner in dealing with this problem 
that we have decided to introduce a new series of articles entitled ‘Calling 
the Laboratory’. The first one, on ‘Renal Function Tests’, by Dr. A. R. 
Harrison, will be found on p. 122 of this issue, and subsequent articles will 
be published each month. 








PAIN AND ANALGESIA: 
THE PHILOSOPHIC BACKGROUND 
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Regius Professor of Materia Medica, University of Glasgow 


AN experienced teacher who had listened appreciatively to a symposium on 
analgesics concluded with the observation: “But after all, broadly speaking, 
the choice still lies between aspirin and morphine’. This shrewd comment 
on one of the major problems of therapeutics neatly defines a dilemma 
which is constantly recurring in the mind of the thoughtful practitioner. 
The need to cope effectively with the day’s work demands prompt decisions. 
In general practice there is no place for the medical Hamlet. The practi- 
tioner uses a particular analgesic because he knows that it is the one that 
usually meets the needs of that particular type of patient. The doctor’s con- 
fidence is based on personal experience: his approach is empirical. 


THE QUESTING MIND 

But success no less than failure begets in the doctor’s mind a series of 
questions which usually go unanswered. Is this still the best analgesic for 
this occasion? What is pain? Can pain be measured? Is it a simple experience 
—in the sense that touch may be regarded as relatively simple? Or does 
pain affect the psyche in ways that are peculiar and even unique? Does the 
psyche in turn alter or distort the patient’s estimates of pain severity? What 
is the difference between ‘real’ pain endured unflinchingly by the stoic and 
the ‘functional’ pain that appears to be inseparable from changes in de- 
meanour and behaviour? And this patient—who received a subcutaneous 
injection of 10 mg. of morphine hydrochloride ten minutes ago—did he get 
relief from the drug or would he have benefited equally from physiological 
saline? When my assistant called this patient a ‘placebo-reactor’ what did 
he mean? Can the placebo-reactor be recognized? If so, do not the circum- 
stances call for new definitions of pain and analgesia? Amidst all these 
variables, and the inescapable duty to determine the needs of patients as 
individuals, should I accept the claim that the new compound ‘“XGE675’ 
is three times more powerful than aspirin, non-toxic in therapeutic doses 
(what is a therapeutic dose?) and does not cause addiction? 

Assuredly we might do worse than accept the Teacher’s dictum—the 
choice lies between aspirin and morphine—and modify our practice accord- 
ing to the results of experience. Elsewhere in this issue specialists in variots 
branches of medicine and surgery give explicit advice based on long per- 
sonal experience. Little or nothing is said about the indebtedness of physi- 
cians and surgeons to a host of synthetic chemists and experimental pharma- 
cologists who have created a new materia medica and carried out the 
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preliminary screenings. Much could be said on this topic, but on this 
occasion the emphasis is on clinical applications. The doctor is asking: 
“Where do we stand and where are we going?’. It is still true to say that 
when a new analgesic has been created its evaluation in clinical practice is 
eventually completed on empirical lines, and at the end of the day perhaps 
the most important question to be answered is this: ‘Is the new drug better 
than aspirin or is it comparable with morphine?’. This is the attitude of the 
empirical practitioner. It represents a point of view which is full of robust 
common sense, but it also invites critical examination. Research and dis- 
cussion continue unabated. Much time and energy are expended in the 
search for new and powerful analgesics. Such activity is inevitable and 
indeed highly desirable. It is true that when therapy is based on accurate 
and comprehensive diagnosis the relief of pain may be an inevitable sequel 
because it is the outcome of applying physiological principles. 

This approach to analgesia is emphasized time and again by practitioners 
in every branch of medicine; it is an attitude summed up in the original 
meaning of the word prevention—which implies a going before in order to 
anticipate a patient’s needs. Nevertheless, the use of an analgesic drug is 
usually justified even though expediency is in fact the chief justification. 
There is a wide range of analgesics from which the doctor can make his 
choice. But the search goes on for the ideal analgesic which will be at once 
highly potent against all forms of pain and entirely harmless; and in par- 
ticular this ideal drug is visualized as being free from addictive properties. 
There are, however, good reasons for doubting the validity of this concept 
of ‘the ideal analgesic’: it may be a mere figment of the imagination and as 
elusive as the Golden Fleece. 


THE NATURE OF PAIN 
While the great host of research chemists and pharmacologists combine to 
present physicians with new compounds for clinical trial it is perhaps worth 
while to look again at what is meant by pain and what we demand of an 
analgesic. 

Research into analgesia is, of course, inseparable from studies to elucidate 
the nature of pain and the significance of this phenomenon in health and 
disease. Man seems to have had perpetual difficulty in reconciling himself 
to the occurrence of pain as a part of human experience. From time imme- 
morial he has shown reluctance to regard pain as a phenomenon calling for 
analysis and understanding. On the contrary he has been disposed to con- 
sider it as a visitation complete in itself and intrinsically evil. Such concepts 
bred in ignorance and superstition begat fear and ‘fear hath torment’. 
Man’s anguish engendered by the impact of the physical world is movingly 
expressed in religious writings :— 

‘And God shall wipe away all tears from their eyes; and there shall be no more 
death, neither sorrow nor crying, neither shall there be any more pain’. 
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The writer was not making unrealistic statements about the world we live 
in: he was describing his revelation of the new Jerusalem; and, indeed, 
writing nearly 2000 years ago, he implied that pain and distress will con- 
tinue to be inseparable from life on Earth, for he is obliged to admit that 
in the heavenly city a complete change of circumstances will be needed: 
‘the former things are passed away’. Here is a vigorous realism that cannot 
be sublimated even by poetic and religious imagery: in effect the writer 
reminds us that we live in only one world at a time. 

Pain cannot exist as an isolated sensation. Sooner or later it arouses reflex 
and intellectual activities which create a neurological commotion of varying 
severity. In an environment which is complex, unstable and often menacing, 
pain is obviously indispensable if it is defined as a particular type of dis- 
agreeable sensation calculated to intensify awareness of impending danger. 
But it is highly probable that pain has other and more subtle functions. 
Man, like all living organisms, has been moulded by his environment; his 
physical and mental equipment constitute a mirror-image of his experience. 
The two sets of phenomena are thus complementary, making up a racemic 
unity; and pain, no less than sensibility to touch and temperature— 
whether crude or transmuted into a thousand shapes by the interplay of 
intellect and instinct—helps to lock the body-mind of man into the pattern 
of his earthly existence. And further, these effects of pain on man have 
been operating for countless zons of time. Against this background we do 
well to be cautious in assessing the importance of our concepts of the 
neurological mechanisms involved in handling pain stimuli and the precise 
action of drugs which cause analgesia. 


THE PSYCHIC COMPONENT IN ANALGESIA 
Analgesics are drugs which abolish pain by a selective depression of re- 
ceptors in the brain. Ideally their pharmacological actions elsewhere are 
negligible. Thus, they are clearly distinguished from general anzsthetics 
(which interfere with consciousness), and from local anzsthetics (which, 
acting at the periphery, block the inflow of sensory stimuli). 

Selectiveness in the action of a drug is an extremely important charac- 
teristic. It is a property which for obvious reasons makes a powerful appeal 
to the experimental pharmacologist engaged in research. The clinician, 
however empirical, is no less interested because a selective therapeutic 
agent is, by definition, one which is free from side-effects—and side-effects 
are often a bugbear of drug therapy. Many illustrations could be offered. 
A selective pharmacological action attended by gratifying therapeutic 
results is best seen in the correction of various deficiency states (the rational 
use of hormones and hematinics), or in promoting diuresis by interferéhce 
with tubular reabsorption of electrolytes, or again by using drugs (sul- 
phonamides and antibiotics) which, in various ways, interfere with the 
nutrition of micro-organisms and make it impossible for them to survive in 
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the tissues of the host. It might therefore be considered desirable to produce 
an analgesic with an action strictly limited to pain recepters in the brain, 
blocking impulses on their arrival as effectively as a local anesthetic blocks 
the passage of such impulses through the epidermis or a mucous membrane. 

Paradoxically, analysis of the mode of action of many powerful analgesics 
(principally drugs in the morphine group) reveals that they owe their effec- 
tiveness, not solely to depression of pain receptors but also to the effects 
produced by these drugs on the higher centres that are concerned with 
intellectual functions. This curious and unexpected finding focuses atten- 
tion on one of the most difficult problems confronting those who search 
for new analgesics, for it appears to be no mere coincidence that in the 
action of many drugs which are prized for their potency as analgesics, the 
mechanism comprises a psychic component. Interference with cellular 
function in the pain receptors of the brain by means of drugs which have 
a ‘depressant’ effect is presumably accompanied by temporary alteration in 
the biochemical activity of the affected cells. The change is quantitatively 
related to dosage, disappears when the drug is withdrawn, but can be 
demonstrated repeatedly and indefinitely. But there is good reason to 
believe that biochemical changes of the same type occur simultaneously in 
those brain cells which provide the somatic locus of the psyche—‘the soul’s 
frail dwelling place’. ‘The fact that certain analgesics acting on these cells 
cause mental exaltation (euphoria) is in itself remarkable, but all the more 
so in that the alteration in the psyche bears a quantitative relationship to 
the effectiveness of the drug as an «nalgesic. 


THE COMPLEXITY: OF ANALGESIA 

It would therefore appear that there are analgesic drugs which, though 
striking the target area (the sensorium proper), glance off and find their 
mark in zones of the nervous system much more vulnerable as regards the 
production of analgesia. In other words, a brilliant therapeutic effect may 
be achieved in man by drugs which act at levels of the brain not primarily 
concerned with pain appreciation. The corollary is that in man these higher 
centres, when under the influence of certain analgesics, perform the func- 
tion of ‘accepting’ or ‘rejecting’ an impulse normally interpreted as pain. 
The fact that the impulse has arrived at the sensorium evidently does not 
ensure that it will be ‘exhibited’ in consciousness. 

Other (and more attractive) concepts have crowded the stage of fantasy, 
and such primitive sensations as pain stand waiting in the wings. Thus the 
conventional reactions—both mental and physical—of the organism as a 
whole to painful experience are temporarily halted. This curious state en- 
gendered by a drug which insulates against noxious stimuli is evidently 
noted with all the joys of introspection and duly remembered as a highly 
desirable experience. It is probable that this state of psychological depend- 
ence and craving has a physical basis in terms of microbiochemical adjust- 
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ment achieved within the cells of the brain that are susceptible to the action 
of the drug. This idea is supported by the well-known consequences of 
deprivation: the physical and mental distress which characterize the ab- 
stinence syndrome strongly suggest that this is a phase of ‘turning back’— 
in the sense of a relatively slow resumption of normal cellular activity in 
the absence of the drug. 

The biochemical derangement effected by a narcotic analgesic in a nerve 
cell is probably the same irrespective of the level in the brain at which the 
action takes place. If this is so it follows that the analgesic action attributable 
to depression in the sensorium of the mid-brain must bear a relationship 
(qualitatively if not quantitatively) to effects at other cerebral levels. In 
other words, analgesia cannot be achieved by the use of these drugs without 
some degree of involvement of cells concerned with what may be called 
broadly intellectual function. It appears therefore that analgesic action is a 
composite one. If action on the higher centres is conspicuous, enhancement 
of potency as an analgesic can be confidently forecast, as can the tendency 
to cause addiction—and for the same reason. If at clinical trials a new nar- 
cotic analgesic drug proves to be highly potent in small doses, it is wise to 
assume (until the contrary is proved) that the action is complex—in the 
sense described—and that adequate testing is likely to show that the com- 
pound is a drug of addiction. Clearly, in man analgesia is not merely a 
matter of pain extinction by means of a drug acting on a group of brain 
cells which are exclusively concerned with the reception of pain stimuli. 


CONCLUSION 

Within the general mystery (using this word in its Pauline sense) of the 
very existence of drugs in nature, there is the curious phenomenon of man 
exhibiting his intellectual power by using these drugs to enable him to ex- 
plore the nature of his own psychological mechanisms. It has been known 
for a long time that analysis of painful disabilities reveals at least two com- 
ponents, and that the psychological consequences of pain and of anal- 
gesia may be far-reaching and complex. The indications for the use of 
particular analgesics are discussed elsewhere. Many recommendations must 
be regarded as empirical but this admission does not necessarily detract 
from the value and scientific importance of such hard-won knowledge. At 
the same time it may be urged that skill in the use of analgesics is likely to 
be enhanced by seeking to obtain insight into the nature of the phenomenon 
of pain in health and disease, and its peculiar significance for the individual 
patient. 
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BARBITURIC acid is a highly reactive substance from which a large number 
of derivatives can be prepared. Although they all have essentially similar 
actions, they differ sufficiently to enable some to be used as sedatives and 
hypnotics, some as anticonvulsants and others as general anesthetics. 


CLASSIFICATION 

When given by mouth the barbiturates are usually classified into short-, 
intermediate-, and long-acting types. This classification was first made 
twenty years ago on the basis of animal observation and has since been 
perpetuated from book to book. What has been overlooked, however, is that 
it is not justifiable to expect that the effects of drugs administered paren- 
terally to healthy animals can be applied to the oral administration of the 
same drugs to human beings who are often ill. Those who have carried out 
clinical trials on hypnotics using inert substances to control their observa- 
tions have found two features which make the comparison of different 
hypnotics very difficult. In the first place about 30 per cent. of persons can 
be put to sleep by tablets of lactose or of ascorbic acid provided that the 
person taking them believes that they have a hypnotic action. In the second 
place the phenomenon known to pharmacologists as individual variation in 
response renders it impossible to make a statement other than a statistical 
statement about the hypnotic dose and duration of action of a drug of this 
type. For example, the mean narcotic dose of sodium amylobarbitone given 
intravenously to 55 obstetric cases was found to be 11 mg. per kg. but the 
range was from 4 to 18 mg. per kg. 

In the last five years a large number of trials has been carried out on 
hypnotic and sedative drugs, usually in an attempt to assess the value of 
the newer non-barbiturate hypnotics or the ‘tranquillizers’. In these studies, 
the standard of reference has usually been one or more of the barbiturates 
in common use and we are thus able to compare the action of at least some 
of the barbiturates. Widely differing populations have been studied includ- 
ing patients seen in hospital and in general practice, healthy medical 
students, old people and psychoneurotics. In addition to standard statistical 
methods some more recently introduced statistical techniques such as rank- 
ing methods and sequential analysis have been used. 

From these observations an interesting general pattern emerges. It has 
not been possible to demonstrate any consistent difference between the 
commonly used barbiturates of the ‘short-acting’ and ‘intermediate-acting’ 
groups. Thus, in doses of 100 mg. barbiturates such as cyclobarbitone, 
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amvylobarbitone, pentobarbitone and butobarbitone sometimes proved to 
have little more hypnotic effect than did control tablets, although in doses of 
200 mg. all were effective hypnotics. The hypnotic effect of phenobarbitone 
was investigated in only one study and it was found not to be very different 
from that of other barbiturates when given in the same doses and it did not 
give rise to any greater degree of hangover. This, however, does not agree 
with the generally accepted view which is supported by the experience of 
most clinicians and the results of observations on animals. The variation in 
the hypnotic effect of a given dose of a barbiturate in man seems to depend 
more upon the subject who receives it than on the particular drug used but 
in any one person different hypnotics tend to be ranked in the same order. 

Although it is usually stated that the sodium salts are more rapidly ab- 
sorbed than the corresponding acid it would clearly be extremely difficult 
to demonstrate in human beings the slight difference which would theo- 
retically be expected. 

USE AS HYPNOTICS 
It no longer seems possible to justify the conventional advice to use short- 
acting drugs, such as cyclobarbitone or quinalbarbitone sodium, for those 
persons who have difficulty in falling asleep, and to reserve the intermediate- 
acting drugs, butobarbitone, amylobarbitone sodium or pentobarbitone 
sodium, for those who complain that they wake during the night. In my opin- 
ion the physician should choose one of these substances and give it in the 
first instance in a dose of 100 mg., with the strong positive suggestion that 
it will produce sleep within half-an-hour of its administration and that the 
patient will sleep throughout the night and will wake up at the usual time 
fully refreshed by a good night’s sleep. In this way the so-called ‘placebo 
reactors’ will obtain the sleep which they would have had with an inert 
substance and those who are relatively susceptible to the barbiturates will 
experience some hypnotic effect. There should, however, be no hesitation 
in increasing the dose to 200 mg. When it is necessary to prescribe a bar- 
biturate often for those who have difficulty in falling asleep the physician 
should be on his guard if the patient is found to be taking progressively 
increasing doses. 
USE AS SEDATIVES 

Most physicians use phenobarbitone in a dose of 30 mg. three times a day 
when they have come to the conclusion that a patient is not suffering 
from organic disease and that his symptoms are due to a psychoneurosis 
which would be improved if the edge was taken off life. In addition, 
it is given to patients suffering from ‘psychosomatic’ disorders such “as 
thyrotoxicosis, peptic ulcer, asthma and neurodermatitis. There is no 
convincing evidence that there is any improvement in the basic pathological 
changes which are seen in these conditions, although the drug often makes 
life more tolerable for the sufferer. There is little doubt that to a large extent 
phenobarbitone is used as a placebo although the physician is not always 
conscious that the effect he is obtaining is due to suggestion. The attitude 
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of the individual physician is therefore to some extent determined by his 
general attitude to therapy of this type. 

Amylobarbitone in similar doses is as effective as phenobarbitone and it is 
probable that many other barbiturates could be used in this way. In at least 
three properly controlled clinical trials the ‘tranquillizer’, meprobamate, 
was shown to be a moderately active sedative of no greater clinical value 
than phenobarbitone or amylobarbitone. Phenobarbitone is said to be less 
liable to cause addiction than other members of the barbiturate group and 
this is probably because it is less commonly given in high doses. 


USE AS ANALGESICS 

In sufficiently large doses, or if given intravenously, the barbiturates «ct as 
general anesthetics. In hypnotic doses they are poor analgesics unless they 
produce sleep and so reduce the threshold for painful sensations. ‘To those 
who are rendered sleepless or restless because of discomfort or pain of slight 
degree they may give long unbroken periods of relief. When pain is of the 
type which responds to the antipyretic analgesics it is usual to give soluble 
aspirin or phenacetin with the barbiturate and there are several preparations 
which contain both drugs. It is preferable, however, to administer the anal- 
gesic and barbiturate separately so that the dose of the one can be repeated 
without necessarily giving at the same time a further dose of the other. 


COMBINATION WITH STIMULANT DRUGS 

Mixtures of barbiturates and stimulant drugs such as amphetamine are 
widely used, especially in general and, to a less extent, in psychiatric practice. 
Unfortunately no adequate clinical trials have been published to show that 
they produce better results than the stimulant drugs alone. The amount of 
the barbiturate is usually too small to be effective and it can be demonstrated 
that the effect of the mixture on reaction time is the same as that of the dose 
of amphetamine it contains. In any case it is rarely possible to mix antago- 
nistic drugs in proportions which will suit every case and this type of pre- 
partion is better avoided. 


BARBITURATES AND ALCOHOL 
Observations on animals have shown that both the anesthetic and lethal 
doses of a barbiturate are less if alcohol is present in the blood and tissues. 
The available evidence suggests that in man it is unusual for death to be 
caused by a combination of a barbiturate and alcohol although this has 
undoubtedly occurred. On the other hand, it is wise to warn patients 
receiving barbiturates that they should be sparing in their use of alcohol. 
In particular, it is extremely injudicious for a motorist to take alcohol if he 
is also taking barbiturates, since a small dose of alcohol which would not 
normally produce intoxication may occasionally do so if the individual is 
under the influence of even a therapeutic dose of a barbiturate. The known 
consumption of alcohol, the barbiturates and the ‘tranquillizers’ is so large 
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that inevitably many vehicles on the road are under the control of persons 
whose reaction time is delayed and the physician who prescribes regular 
doses of barbiturates should warn his patient about their possible effect on 
his performance as a motorist. It is horrifying to think that many road 
users, whether they be motorists or pedestrians, may be under the influence 
of more than one sedative drug. 


SIDE-EFFECTS 

Judged against the wide extent to which they are used the barbiturates are 
relatively non-toxic substances. Skin rashes which often resemble those seen 
in the acute infectious fevers may puzzle the clinician unless he is aware 
that they may occur. The hangover arising from slight overdosage is an 
indication for reducing the dose, but it may be counteracted by taking 2.5 
to 5 mg. of amphetamine sulphate before breakfast. Barbiturates sometimes 
produce transient disorientation in elderly patients and if this happens other 
sedative drugs should be chosen. Since most of the barbiturates in common 
use are detoxicated in the liver it is a wise precaution to use relatively small 
doses in patients with impairment of hepatic function. 


CHRONIC POISONING AND ADDICTION 
Chronic intoxication with the barbiturates usually arises in those who have 
become addicted to them and the psychopathological problem is that of 
addiction in general. Addicts to barbiturates may require institutional treat- 
ment. Occasionally, and especially in the elderly, comparatively small doses 


of barbiturates given continuously over long periods may give rise to a 
syndrome which simulates organic disease of the central nervous system. 
When administration ceases the symptoms disappear. In chronic intoxica- 
tion, however produced, the possible clinical features include vertigo, 
ataxia, tremor and diplopia or a type of excitement which resembles alco- 
holic intoxication in its early stages. 


ACUTE POISONING 

There has been a striking rise in the number of hospital admissions for 
barbiturate poisoning during the last ten years and the barbiturates have 
now supplanted other poisons taken by mouth such as aspirin and lysol, and 
only coal gas competes with them as the favourite method of attempting 
suicide. There is, however, an important difference since carbon monoxide 
is a far more lethal substance. Accidental poisoning with barbiturates is 
uncommon except in the case of children and epileptics. Whilst many who 
take an overdose of barbiturates are psychotics, usually the victims of a 
manic-depressive psychosis, and some have serious physical disease, in my 
experience a large number of those admitted to hospital have used these 
drugs in the ‘protest’ type of attempted suicide. They know that their 
emotional problems will come under review if they recover and many 
attempts are obviously half-hearted. 

The common symptoms of acute barbiturate poisoning are drowsiness and 
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mental confusion progressing to coma, but mild excitement, ataxia and 
slurring speech may occur and lead to a suspicion of alcoholic intoxication. 
Patients admitted to hospital vary in age, sex, the type and quantity of 
barbiturate taken and in the time between ingestion and admission. The 
decisive factor is the individual’s sensitivity to the drug and this varies so 
greatly that it is not surprising that no-one has shown any satisfactory 
correlation between the dose taken and the degree of unconsciousness, or 
between either of these and the ultimate outcome. As a crude approximation 
it can be said that the dose causing severe symptoms is about 5 to 10 times, 
and the fatal dose about 15 to 30 times, the usual oral dose. 

Barbiturates kill mainly by depressing the respiratory centre and the 
physician who undertakes the treatment of a case of poisoning should regard 
the unconscious patient as if he were under the influence of an overdose of a 
non-volatile anesthetic. The airway should be cleared and the patient 
should be placed head-down and semi-prone. It may be necessary to use an 
endotracheal tube with suction of mucus and to give oxygen or even to ask 
an anzsthetist to provide assisted respiration. If the drug has been taken 
within six hours previous to admission it is advisable to wash out the 
stomach. It is always wise to administer penicillin since pulmonary infections 
are commonly found at necropsy in fatal cases. The bladder should be 
catheterized if the patient is unconscious for long. Barbiturates tend to 
lower blood pressure and may give rise to a shock-like syndrome, and 
patients with a systolic blood pressure below 85 mm. Hg may be given an 
infusion of saline or dextrose to which noradrenaline or mephentermine 
sulphate may be added. Most comatose patients nowadays are treated with 
bemegride. There is little convincing evidence that it is a specific antagonist 
to the barbiturates but it is an effective analeptic which both stimulates the 
respiratory centre and diminishes the degree of unconsciousness if this is 
not very deep. It may be given intravenously in a dosage of 50 mg. at 10- 
minute intervals to a total of 1 g. The administration of analeptics, however, 
is far less important than the general management of the patient and some 
physicians have ceased to use them. 


CONCLUSION 

The barbiturates have now been given to patients for more than fifty years, 
and the wealth of experience behind them is almost unrivalled among 
synthetic drugs. Viewed against the background of their extensive and long 
usage, unwanted side-effects are remarkably rare and the incidence of 
addiction is small. Those who attempt to commit suicide with barbiturates 
would usually turn to some other easily available and equally toxic drug if 
they did not find the hypnotic at the bedside. “Tranquillizers’ should not 
replace phenobarbitone or amylobarbitone for continuous sedation until 
it is proved conclusively that they are either more effective or less toxic, nor 
do the recently introduced hypnotics appear to have any outstanding 
advantages over these well-tried remedies. 
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Over recent years, as a result of controlled and carefully planned trials 
it has become increasingly apparent that the hypnotic efficacy of many 
preparations has been previously overemphasized. Furthermore, it has been 
shown that drugs with a minimal pharmacological sedative action may pro- 
duce a most satisfactory therapeutic response when used in the appropriate 
circumstances. Sleep is a physiological requirement and can be induced by 
many methods, of which drug therapy is not necessarily the most important. 

The barbiturate group, widely used and the cause of a high incidence of 
suicides, accidental deaths, and drug dependency, has its indications, but 
in the circumstances it would appear to be sensible for the practitioner to 
try in the first instance to obtain a response with less potent, and potentially 
less dangerous, drugs than the barbiturates—and an increasing choice 
awaits him, of which the most important are undoubtedly chloral hydrate, 
carbromal, paraldehyde, glutethimide, and methyprylone. Each has its 
indications, its snags, and, of course, its protagonists, but all are worthy 
of consideration. 

CHLORAL HYDRATE 

Chloral hydrate has been widely used for nearly a hundred years, and, 
unlike many preparations of equal or greater seniority, this actually reflects 
its efficacy, safety, and convenience. Its hypnotic action is due to the rapid 
reduction which it undergoes to form trichlorethyl alcohol, the plasma con- 
centration of which is sufficient to induce central depression. It is readily 
conjugated in the liver to form a non-hypnotic glycuronide, so the drug is 
probably better not used in the presence of significant hepatic, or renal, 
disease, but is otherwise very safe. In an era when tableted preparations 
are rightly the preferential form for drug administration, the hygroscopic 
characteristics of chloral have made this difficult. The most usual form in 
which it is taken is as chloral mixture B.N.F., which contains 1.3 g. in 15 ml. 
(20 grains to the } fluid ounce); the blackcurrant-flavoured pediatric 
elixir (chloral elixir for infants B.N.F.) contains 60 mg. in 4 ml. (1 grain 
in a teaspoonful). ‘The drug is well tolerated by children and the doses 
recommended in most textbooks can usually be safely exceeded. 

Despite elegant pharmaceutical flavouring, the drug does taste unpleasant 
and can cause gastric irritation. Nowadays, however, use can be made ofa 
proprietary capsuled preparation (‘somnos’), and by this means the con- 
venience and portability of a solid preparation can be utilized. Capsules 
containing 0.25 g. or 0.5 g. are available, and a satisfactory sedative effect 
is achieved with three of the larger capsules swallowed with a glass of water. 
January 1960. Vol. 184 (15) 
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A tablet preparation of dichloralphenazone (‘welldorm’) owes its hyp- 
notic action to the chloral hydrate component of the complex with phena- 
zone of which it consists; two 0.6 g. (10 grain) tablets are well tolerated, 
tasteless, and acceptable. 

PARALDEHYDE 

This useful, safe, but revolting drug has no place as an orally administered 
sedative, as preferable alternatives exist. In any case few patients like it and 
its chief function as a sedative is occasionally as an enema, but more often 
as a highly effective remedy for status epilepticus or gross excitement and 
restlessness; in such circumstances it should be given by the intramuscular 
injection of 5 ml. Another less commonly used role is as a prop while a 
patient is being weaned off barbiturate sedation. A patient who only obtains 
a hypnotic effect of a drug at night at the expense of a foul taste and social 
embarrassment during the following day—because of the exhaled odour- 

readily learns to dispense with probably unnecessary nocturnal medication. 


CARBROMAL 
This drug, of venerable but rather despised seniority, has long been known 
to have a mild hypnotic action as, like the barbiturates, it is a ureide formed 
by the combination of urea with an organic acid. Unfortunately, it is 
acquiring notoriety because of increasingly frequent deaths, poisonings, 
and purpura. It is the active component of many proprietary preparations 
which may be bought freely without prescription by the general public, 


and both in this country and on the Continent has become a drug of 
addiction, probably more important in this respect than any of the bar- 
biturates. In Copenhagen, in 1943 and 1946 it was the third most common 
toxic agent responsible for deaths from acute poisoning, a role which it may 
soon also fill in this country if its use is not restricted. Further, rashes due 
to it are becoming increasingly common in skin departments, and, although 
of mild hypnotic action, it should be treated with respect. The very mildness 
of its effect leads to multiple doses and consequent habituation and, later, 
true addiction. Bromine is present in the molecule, and chronic overdosage 
may result in the symptoms of bromism, but this does not occur in acute 
poisoning. 
The hypnotic dose should not exceed three tablets, totalling 1 g. 


BROMIDES 

Despite the advocacy of some there is no place in therapeutics for the 
continued use of bromide-containing preparations, but their retention in the 
British National Formulary reflects, surprisingly, the preferences of a section 
of the medical profession in this country, and indicates, unfortunately (in 
the words of the preface), that they are ‘still being widely or frequently 
prescribed even if their usefulness compared with newer preparations is 
open to dispute’. This is, of course, an illogical reason for retaining a drug 
in a Formulary. 





THE NON-BARBITURATE SEDATIVES 


SOME NEWER PREPARATIONS 
A number of other preparations advertised to the medical profession is said 
to be of value as sedatives, and mention should be made of some of these. 
The therapeutic function of sedatives merges imperceptibly with that of 
tranquillizers, which are being separately discussed in this symposium. 

Glutethimide (‘doriden’) is a useful non-barbiturate hypnotic which can 
induce sleep fairly rapidly, and whose effects last about six hours. Its role 
therefore is similar to that of a fairly short-acting barbiturate such as cyclo- 
barbitone, and it is suggested that two tablets of 250 mg. are approximately 
equivalent to 200 mg. of cyclobarbitone. The prescribing of two tablets of 
glutethimide at bedtime is a safe and effective procedure, and subsequent 
drowsiness in the morning is minimal. 

Methyprylone (‘noludar’) is a non-barbiturate originally thought to be 
comparable to a medium-acting barbiturate drug. Later trials, however, 
have shown that in doses of 200 mg. (the tablet size) its effect is in- 
distinguishable from that of a control placebo tablet, but in doses of 400 mg. 
its effect was comparable to that of 100 mg. of quinalbarbitone. 

In summary therefore it would appear that glutethimide and methy- 
prylone, in doses respectively of 500 mg. and 400 mg., are useful hypnotic 
drugs with a measurable, safe, and convenient mode of action. 

In contrast, methylpentynol (‘oblivon’; ‘somnesin’), originally introduced 
into therapeutics as a useful hypnotic, has latterly achieved a reputation, 
possibly undeserved, as a mild sedative, particularly for allaying childhood 
anxieties. ‘The only comprehensive controlled trial of the preparation that 
can stand up to criticism has shown that its effect was indistinguishable 
from that of control preparations, and the suggestibility of children, as of 
adults, was nicely demonstrated. It is doubtful if methylpentynol has any 
significant therapeutic justification, and its side-effects can be troublesome. 

Lastly, thalidomide (‘distaval’) has been recently introduced in this 
country after preliminary trials in Germany. The available evidence regard- 
ing its efficacy is meagre, but it would appear to be non-toxic in huge doses; 
in very large doses it has a mild, and very short-lived, blocking effect upon 
thyroid activity which is of no clinical significance and, unless convincing 
published evidence is produced shortly, it is doubtful if thalidomide will 
achieve a useful place in therapeutics. 

CONCLUSION 

The history of hypnotics and sedatives repeatedly emphasizes the consider- 
able difficulties attendant upon the assessment of their clinical efficacy. It is 
easy to claim a useful role for a drug, which may thereafter be widely 
prescribed and used, its effect being not a pharmacological one, but due 
entirely to the reputation of the drug and the personality of the prescriber. 
It is much more difficult, often time-consuming, and always unrewarding, 
to be forced to initiate trials to prove that an alleged effect does not, in fact, 
exist, and to show that the effect claimed probably never has been con- 
vincingly demonstrated for the drug in question. 





ANALGESICS 


By THOMAS J. THOMSON, M.B., F.R.F.P.S., M.R.C.P. 
Lecturer in Materia Medica, University of Glasgow 


Ir is highly improbable that the doses in which analgesics are given thera- 
peutically bear a close relationship to individual requirements. Indeed, in 
the light of current opinion about the mode of action of these drugs, it may 
be doubted if—under the conditions of medical practice—a doctor is com- 
petent to assess the individual patient’s need of a narcotic analgesic ex- 
pressed to the nearest milligram. The doctor’s success in coping with the 
great majority of situations of this kind is attributable mainly to the fact 
that adherence to a few simple rules ensures a satisfactory result in terms 
of relief of pain and distress and the avoidance of serious side-effects. Thus, 
the practitioner prescribing morphine works on the basis of official doses 
but makes due allowance for age and body weight and his own opinion 
regarding the severity of the pain; he also keeps in mind certain absolute 
or relative contraindications such as evidence of depression of the respira- 
tory centre, asthma, myxcedema and serious head injuries with concussion. 


MORPHINE 

Morphine remains ‘the sovereign remedy’ for the relief of pain, and it still 
provides the standard against which analgesics of this type are judged. 
Much can be said about the side-effects and dangers of morphine, but the 
physician properly discounts these disadvantages for two reasons. First, the 
urgent need to relieve severe pain completely outweighs the onset of such 
side-effects as drowsiness, nausea, occasional vomiting, and constipation. 
Secondly, in practice the occurrence of serious complications bears an in- 
verse relationship to the professional competence of the doctor. Thus, an 
experienced physician uses morphine without hesitation when it is needed 
and withholds it when there are clear contraindications. It will be apparent 
from articles written by other contributors to this symposium that morphine 
is immensely valuable in relieving severe pain from visceral disease and other 
morbid conditions occurring in many kinds of medical emergency. 

It remains to add that the beneficial action of morphine at the higher 
levels of the brain results in something more than intensification of anal- 
gesia: it creates a state of tranquillity and detachment and this is of far- 
reaching importance in the management of hemorrhage, shock and certain 
medical emergencies accompanied by anxiety and restlessness. Further, 
some of the side-effects of morphine can be turned to therapeutic advantage: 
thus, the effect of morphine in increasing the tonus of intestinal muscle, 
and diminishing peristalsis and secretion in the alimentary canal make the 
drug useful in the symptomatic management of diarrhea, The analgesic 
action, combined with depression of the cough mechanism in the medulla, 
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is of the greatest importance among measures aiming at suppression of 
cough. On the other hand, in patients suffering from chronic bronchitis or 
bronchiectasis with gross emphysema, the use of morphine is likely to be 
lethal and, though there may be collateral indications for the use of mor- 
phine, this drug should never be given to these patients. 

Barbiturate intoxication makes a patient very susceptible to morphine, 
and the drug should never be used in cocaine poisoning or idiosyncrasy. 
The sudden increase in tonus in involuntary muscle following the adminis- 
tration of morphine is a matter of considerable practical importance; the 
drug may precipitate fatal bronchospasm in asthmatics; and in patients 
with cholecystitis and chronic cholangitis acute spasm of the biliary tract 
sometimes develops with intense pain, shock and collapse—and the simul- 
taneous use of atropine is not a complete safeguard. 

The remarkable efficiency of the drug in relieving pain, abolishing dis- 
tress, and creating euphoria accounts for the inclusion of morphine among 
the drugs of addiction. For reasons which have been discussed by Professor 
Alstead, if morphine were not capable of producing addiction it would 
almost certainly be a mediocre analgesic. It must be strongly emphasized 
that in Britain the correct use of morphine by an experienced practitioner 
rarely results in addiction; and under ordinary clinical conditions—when 
analgesic therapy is virtually self-limiting—the practitioner seldom finds it 
necessary to take serious cognizance of this hazard. 

Anesthetists do not hesitate to give morphine intravenously in order tc 
establish the characteristic effects rapidly. General physicians and surgeons 
might occasionally adopt this technique with advantage. It is essential to 
use small doses (say one-third of the total dose) and to inject the solution 
slowly—taking not less than one minute; the remainder of the dose can then 
be given subcutaneously. 

Papaveretum (‘omnopon’) is a mixture of the soluble hydrochlorides of the 
alkaloids in opium. Its potency as an analgesic can be equated to the mor- 
phine content of a dose, hence the dose of this preparation is about twice 
that of morphine. When judged by the dose of morphine given, the thera- 
peutic action and side-effects are indistinguishable. 


HEROIN AND LEVORPHANOL TARTRATE 
Diamorphine hydrochloride (heroin).—The actions of heroin resemble those 
of morphine but it is a more potent analgesic and about five times more 
depressant to the respiratory centre. Heroin is a very powerful drug of 
addiction and this constitutes the main hazard in its clinical use. It should 
be used only for relief of pain and restlessness in the terminal stages of 
fatal disease. The dose is 5 to 10 mg. 

Levorphanol tartrate (‘dromoran’).—This analgesic has effects similar to 
those of morphine but with less hypnotic action. It is reported to have a 
longer duration of action than morphine and to be almost as effective by 
mouth as by parenteral injection. Its side-effects are similar to those of 
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morphine, and it isa drug of addiction. The dose is 1 to 4 mg.; the amount 
used varies with the route of administration. 


PETHIDINE 

This is a synthetic drug which shares the pharmacological actions of mor- 
phine and atropine. It is a less powerful analgesic than morphine and visceral 
pain is more effectively relieved than that originating in skeletal structures. 
Like morphine it increases tone in the ureteral and biliary tracts. As pethi- 
dine has only a weak hypnotic action the analgesic dose can be increased 
without causing noticeable drowsiness, and in some circumstances this may 
constitute a real advantage over morphine. Therapeutic doses may cause 
transient mild depression of the respiratory centre, but this is much less 
than that produced by morphine. In obstetric practice it is a valuable potent 
analgesic with no harmful effects on uterine muscle at full-term and it 
rarely produces significant depression of the respiratory centre in the newly 
born infant. Pethidine hydrochloride is given orally, intramuscularly, or 
intravenously in a dose of 25 to 100 mg.—the parenteral dose usually being 
half of the oral one. 

Tolerance to pethidine may develop. More important, amongst a small 
number of those who receive pethidine euphoria of a particularly intense 
kind occurs, and among these patients there is of course a much greater 
risk of addiction. 


METHADONE 
Methadone hydrochloride (‘amidone’, ‘physeptone’) is a synthetic analgesic 


drug which is as potent as morphine, but it is much weaker in its narcotic 
action. It has a powerful depressant effect on the respiratory centre, and 
this renders it unsuitable for use in obstetrical analgesia as it readily passes 
through the placenta. It is a drug of addiction and should not be prescribed 
in the routine treatment of chronic respiratory illness. Methadone is used 
as an analgesic in many painful illnesses in a dose of 2.5 to 10 mg. orally, 
intramuscularly, or intravenously. The absence of drowsiness—which in 
some circumstances is one of the virtues of this drug—may on other occa- 
sions constitute a disadvantage because an analgesic and sedative action is 
desirable in many patients whose distress arises from both pain and 
anxiety. Here morphine is usually the drug of choice. 

Although morphine and the related drugs are potent analgesics of in- 
estimable value in many acute illnesses, their therapeutic value in chronic 
maladies is almost eliminated by their tendency to produce addiction. 
There is, however, a fairly large group of analgesics which rarely or never 
produce addiction: these are widely used in medical practice and a few of 
these preparations will now be considered. 


CODEINE 
This is methylmorphine but, compared with morphine, its analgesic power 
is poor, and the effects of full doses on the alimentary canal are so trouble- 
some that codeine, in this context, can be dismissed as a drug to be avoided. 
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Primary addiction to codeine is very rare—and in view of the probable 
relationship between analgesia and addiction in the morphine group of nar- 
cotic analgesics, this is not altogether surprising. Constipation and nausea 
are the most troublesome side-effects arising from full doses of codeine. 

Codeine is commonly prescribed for its cough-suppressant action, either 
as the free alkaloidal base or as one of its soluble salts—codeine phosphate 
or sulphate—usually in doses of about 10 mg., but it is of very limited value. 
As an analgesic in the treatment of headache, dysmenorrheea, ‘rheumatic’ 
pain and similar conditions with mild to severe discomfort, codeine is 
usually prescribed in combination with other analgesics: an example is 
codeine compound tablet B.P. containing 8 mg. of codeine phosphate and 
0.25 g. each of acetylsalicylic acid and phenacetin. The contribution made 
by codeine to the analgesic effect of this compound tablet is probably hardly 
worth the inconvenience it is liable to cause in terms of nausea and con- 
stipation. 


SALICYLATES 

From time immemorial willow bark (Salix alba) has been used empirically 
to relieve symptoms in feverish illnesses. The best known preparation in 
this group is aspirin or acetylsalicylic acid, but sodium salicylate is also 
used for its antipyretic and analgesic effects in acute rheumatic fever. The 
analgesic action of the salicylates is due to depression of transmission of 
pain impulses through the thalamus; there is no impairment of cortical 
function and hence no hypnotic effect. Aspirin is a more potent analgesic 
than sodium salicylate but both of these are much weaker than morphine 
in their analgesic activity. Aspirin is prescribed for the relief of pain of the 
aching type which is common in chronic diseases of musculo-skeletal 
structures, but it is also useful in headache, dysmenorrhoea and muscle and 
joint pains that commonly accompany the febrile state. 

Excessive doses of salicylates produce toxic signs of ‘salicylism’ which 
include nausea, vomiting, tinnitus, deafness, pyrexia, skin rashes, hyper- 
ventilation, and metabolic acidosis. There is substantial evidence that even 
in therapeutic doses the release of salicylic acid from salicylates in the 
stomach can cause hemorrhage and gastric erosions; the bleeding may be 
copious. In order to minimize this hazard any tablet containing aspirin 
should be crushed to a powder, taken after food and followed by a draught 
of water. The soluble salts of aspirin can also cause gastric haemorrhage. 
Idiosyncrasy to aspirin may occur following the first dose of the drug: 
allergic reactions take the form of angioneurotic edema, urticaria, or acute 
bronchospasm with wheezing. 

Aspirin may be prescribed as tablets which contain approximately 150, 
300 or 500 mg.; the dose is 0.3 to 1 g. Acetylsalicylic acid soluble tablets 
B.P. (aspirin, citric acid, calcium carbonate and saccharin sodium) may be 
dissolved in water before ingestion. There are many compound tablets 
which contain aspirin; one is acetylsalicylic acid compound tablet B.P.C., 
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which contains caffeine 32.5 mg., phenacetin 162 mg., and acetylsalicylic 
acid 227 mg.; another is codeine compound tablet (see p. 21). 


PHENACETIN AND PARACETAMOL 
There are two other drugs which have therapeutic uses as analgesics and 
antipyretics comparable with those of the salicylates; these are phenacetin 
and paracetamol. 

Phenacetin has analgesic potency similar to that of aspirin, acts at the level 
of the thalamus and the indications for its use as an analgesic are similar 
to those that apply to aspirin therapy. It is found in many official and pro- 
prietary preparations combined with aspirin, codeine or caffeine in varying 
amounts. Phenacetin has no hypnotic action but it is a powerful anti- 
pyretic. In therapeutic doses it has no harmful effects on the gastric mucosa, 
heart, liver or kidney tissues, but during prolonged administration cyanosis 
may occur due to the presence of methemoglobinemia and sulphemo- 
globinemia in the blood. The formation of these abnormal pigments is 
closely related to the breakdown products of phenacetin in the body. 
Phenacetin is largely altered to N-acetyl-p-aminophenol which is rapidly 
excreted in the urine; a small fraction of phenacetin is changed to p-phene- 
tidin which is the precursor of an unknown substance which converts 
hemoglobin to methemoglobin and sulphemoglobin. 

Phenacetin is taken orally. Phenacetin tablet B.N.F. contains 300 mg.; 
the dose is 300 to 600 mg. 

Paracetamol.—N-acety|-p-aminophenol has been made available as para- 


cetamol (‘panadol’). As an analgesic, it is as effective as phenacetin but it 
does not produce abnormal blood pigments. It is taken orally as a tablet 
containing 0.5 g. 


PHENYLBUTAZONE 

Phenylbutazone (‘butazolidin’) has analgesic and antipyretic actions similar 
to those of amidopyrine. It is generally poorly tolerated and gives rise to a 
wide variety of toxic effects including fluid retention, nausea, vomiting, 
diarrhea and reactivation of peptic ulceration. Skin eruptions are common, 
and agranulocytosis and aplastic anemia have been reported as complica- 
tions of phenylbutazone therapy. The drug is contraindicated in patients 
with cardiac, renal or hepatic disease, and it should be avoided in those 
with a history of peptic ulceration, blood dyscrasia or of drug allergy. 
Phenylbutazone is available as tablets (100 mg. and 200 mg.) for oral 
administration; it must be taken after meals to reduce the risk of gastric 
irritation. It is also available for intramuscular injection in a concentration 
of 200 mg. per ml. The total daily dose is 200 to 400 mg. in divided doses. 

If a trial of phenylbutazone is undertaken, the practitioner should try to 
reduce the amount to the minimal effective dose in order to reduce the risk 
of serious toxic effects; and patients receiving this drug should be kept 
under strict observation. 

Phenazone and amidopyrine are obsolete analgesic drugs: they are too 
toxic for therapeutic use. 





THE OPIATES 


By G. M. WILSON, M.D., F.R.C.P. 
Professor of Pharmacology and Therapeutics, University of Sheffield 


For many centuries opium was the rock bed of medical practice. In an age 
when curative drugs were practically unknown opium could be relied upon 
to afford symptomatic relief in almost every illness in which pain was a 
prominent feature. Its position now is clearly not so pre-eminent, as it is 
more often possible to treat the underlying cause of pain and several syn- 
thetic analgesic drugs are available as substitutes. Morphine was isolated in 
1803 by Sertiirner and is chiefly responsible for the narcotic action of 
opium. The other pharmacologically active substances of importance are 
codeine and papaverine. 
MORPHINE 

The action of morphine in relieving pain and apprehension is too well 
known to need detailed description. It has an advantage over aspirin and 
allied drugs in checking pain of visceral origin. The disadvantages of mor- 
phine are also obvious to all and these have given rise to a search for an 
‘ideal’ analgesic which would have all the merits of morphine but none of 
its demerits. It can be said with confidence that such an analgesic has not 
yet been found. At the present time it may perhaps be most helpful to 
examine the shortcomings of morphine, to consider how far they may be 
avoided and to determine what advantages, if any, the new synthetic 
analgesics have over morphine. 

Analgesia.—The relief of pain afforded by morphine is the outstanding 
characteristic of the drug. This relief is accompanied by a sense of euphoria 
and a lessening of apprehension. ‘Together these features may lead to sleep 
but the drug should never be used primarily as a hypnotic. 

The extent to which pain is relieved is extremely difficult to measure. 
This is so even under experimental conditions when healthy volunteers are 
subjected to pain of graded intensity. The problem is greatly magnified 
when clinical trials are attempted, as the severity of the pain is variable and 
the natural course of the condition giving rise to the pain is often unpre- 
dictabie. Furthermore, the experience of pain can be greatly influenced by 
therapeutic suggestion and both healthy volunteers and patients often 
react to pharmacologically inert placebos. It is thus not surprising that 
accurate comparisons of analgesic properties of morphine with those of the 
newer drugs are often not available. 


SIDE-EFFECTS OF MORPHINE 
The difficulty in precise measurement also complicates the assessment of the 
relative freedom of the various analgesic drugs from undesirable side- 
effects. It is highly important that comparisons of the incidence of such 
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features as respiratory depression, vomiting or constipation be made with 
equipotent analgesic doses, though these may be difficult to determine. It 
is possible that some of the newer synthetic drugs have acquired a not fully 
justified reputation because there may have been a tendency in recent years 
to use them for lesser degrees of pain, whereas morphine has been reserved 
for extremely severe pain. In these circumstances the newer drugs would 
clearly be given in relatively smaller doses and the undesirable features 
might be correspondingly less noticeable. 

Respiratory depression.—This is one of the side-effects of morphine which 
limits its use in practice. Respiratory failure is the common cause of death in 
morphine poisoning. Morphine, even in therapeutic doses, depresses both 
the depth and rate of respiration. As is well known it readily passes the 
placental barrier and this restricts its use in obstetrics. Pethidine has been 
regarded as causing less respiratory depression than morphine but in a 
recent critical review of drugs it has been pointed out that if given in equi- 
potent analgesic doses pethidine has no advantages over morphine in these 
respects. Great caution is needed in the use of morphine in disorders of 
respiratory function such as bronchial asthma and cor pulmonale. 

Vomiting.—This can be an extremely troublesome and disturbing com- 
plication, due to a direct action of the drug on a centre in the medulla. There 
is a considerable individual variation in susceptibility and some patients 
never vomit after morphine administration. It is much less likely to occur 
if the patient is kept recumbent. This emetic action may be extremely 
distressing in treating severe terminal illness but may be controlled if 
chlorpromazine is also given. Nausea and vomiting may also occur after 
the use of pethidine or methadone. 

Smooth-muscle contraction.—It is well known that opiates cause decreased 
bowel movements and they have been used over the centuries to check 
diarrheea. ‘This action is mainly due to morphine, and constipation can be a 
troublesome side-effect. The smooth muscle of the biliary tract and ureter 
contracts under the influence of morphine. Atropine can, at least partially, 
ease spasm in the ureter caused by morphine but is not so effective in the 
biliary tract. Nevertheless, even in biliary colic morphine is often successful 
in relieving the pain through its central action on the nervous system. It is 
often claimed that pethidine does not cause smooth-muscle spasm, some 
have even gone so far as to say that it may have a spasmolytic action. This is 
incorrect and observations on the human biliary tract have shown that 
pethidine, like morphine, causes contraction of the smooth muscle. 


THE PROBLEM OF TOLERANCE 

It is a characteristic feature of all the opium derivatives that tolerance to 
their depressant action is acquired if they are given regularly. Thus increas- 
ingly larger doses are required to give the same analgesic effect. On the other 
hand, tolerance is not acquired to the constipating and pupillary constricting 
actions which remain typical features in the morphine addict. The mecha- 





THE OPIATES 25 


nism of the development of tolerance is not understood but sensitivity to 
the drug returns after its administration has been stopped for a week or 
two. The diminishing response to repeated injections of morphine may 
cause difficulty in treating cases of severe pain due to malignant disease. 
The onset of tolerance may be delayed by using the smallest effective dose 
and by avoiding clockwork regularity in its administration. 


OVERDOSAGE 
Acute morphine poisoning may arise from attempted suicide. Occa- 
sionally more than one injection is given unintentionally to people involved 
in major accidents and disasters. It is extremely important that if morphine 
is given at the scene of an accident the dose and time should be recorded on 
the patient. First-aid workers trained for dealing with such emergencies are 


fully aware of the use of lipstick for recording these details on the patient’s 
forehead but medical men are occasionally forgetful in this respect. 

I well remember at a big railway accident seeing a row of casualties being twice 
injected with morphine within fifteen minutes by two separate doctors and only 
narrowly escaping a third injection shortly afterwards. 

Sometimes a delayed type of morphine poisoning may arise when injections 
given during a period of collapse are subsequently absorbed. Some patients 
are unduly susceptible to the action of morphine, particularly the elderly. 

In the treatment of acute morphine poisoning the first essential is to 
maintain a clear airway. Assisted respiration may be necessary. Nalorphine 
has been introduced as a specific antidote; it has a dramatic action in animals 
but its value in man has not been so clearly established. Nalorphine is given 
intravenously in a dose of 5 to 10 mg. It is an antagonist of morphine but 
in large doses possesses some of the actions of morphine. Care should thus 
be exercised in giving repeated injections. It also acts as an antagonist of 
pethidine, methadone and other drugs related to morphine. If nalorphine is 
injected into an addict it produces acute withdrawal symptoms. 


THE PROBLEM OF ADDICTION 
This is a well-recognized danger with opium and its derivatives and it is 
rightly emphasized. For this reason many of the alternatives to morphine 
have been introduced in the hope that their tendency to produce addiction 
might be less. It is important to recognize, however, that most drugs having 
a powerful action on the brain, whether depressant or stimulant, are liable 
to lead to addiction. Thus pethidine, methadone, the barbiturates and 
amphetamine all fall into this category and the newer substitutes for mor- 
phine such as levorphanol and the so-called tranquillizers are all habit- 
forming drugs. Precise information about frequency of addiction to 
dangerous drugs is difficult to obtain and very few doctors have any large 
experience of the problem. It is clearly important to attempt to ascertain 
whether in clinical practice the substitution of, for example, pethidine for 
morphine will reduce the liability to the development of addiction. Unfor- 
tunately, as neither the relative frequency of prescription of the two drugs 
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nor the precise incidence of addiction to them is known, this question 
cannot be answered. Nevertheless, there has probably been a rise in the 
number of pethidine addicts and this is related to the increasing use of this 
drug in place of morphine. 

In the use of both morphine and the synthetic dangerous drugs there are 
certain points that should be borne in mind to reduce to a minimum the 
chances of addiction occurring. Though addiction to dangerous drugs is 
normally found in persons with an unstable personality or background, all 
people who are given these substances regularly for more than a week or 
two will experience withdrawal effects when they are discontinued. There- 
fore they should only be used in cases in which other analgesics are ineffec- 
tive and should never be given in greater amount or for longer than is 
absolutely necessary. Ease of access to drugs is another factor predisposing 
to addiction. One-half to three-quarters of the patients admitted to mental 
hospitals for the treatment of addiction to dangerous drugs are members 
of the medical, nursing and pharmaceutical professions. Dysmenorrheea has 
occasionally led to self-medication with pethidine, but the adoption of the 
recently published recommendations for the storage and control of dan- 
gerous drugs in hospitals (‘Control of Dangerous Drugs and Poisons in 
Hospitals’, 1958) should help to reduce temptation of this kind. 

Although the danger of addiction should always be remembered it is 
important to maintain a balanced view of the problem. Addiction is ex- 
tremely rare in this country and fear of this complication should not be 
regarded as a reason for withholding morphine or a related drug if it alone 
can afford relief from pain and there are adequate indications for its 
prescription. 


INDICATIONS AND CONTRAINDICATIONS 
Indications.—Morphine is most frequently used for the control of severe 
pain. It is more effective in patients with continuous deep pain than those 
with spasmodic sharp pain. It is particularly valuable in allaying pain asso- 
ciated with anxiety such as may be present after wounding or myocardial 
infarction. A striking example of the effectiveness of morphine in relieving 
apprehension is seen ir cardiac asthma which is not commonly associated 
with pain. In this condition the depressant action on the respiratory and 
cough centres is also clearly of benefit. 

Contraindications.—As previously mentioned, elderly people may be 
unduly sensitive to the drug and, if it has to be used, the effect of a small dose 
should always be ascertained in the first instance. Occasionally morphine 
may produce mental excitement rather than depression. The drug should 
be avoided in children. Its respiratory depressant action, liability to produce 
contraction of the smooth muscle of the bronchi and addicting propensities 
should exclude its use in chronic respiratory disorders such as asthma, 
bronchitis and cor pulmonale. Patients with defective thyroid or adrenal 
secretion or with cirrhosis of the liver tolerate morphine badly. As morphine 
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increases cerebrospinal fluid pressure and respiratory depression it is better 
avoided in head injuries and patients with raised intracranial tension. 


CODEINE 

Codeine differs from morphine in having much less analgesic action and it 
is accordingly ineffective against severe visceral pain. Its most important 
use is as a cough suppressant. It has some respiratory depressant action but 
is a safe drug in comparison with morphine. Addiction is rare. The most 
troublesome side-effect is constipation ; nausea and vomiting are uncommon. 
As a cough suppressant it is usually prescribed as codeine linctus B.P.C., of 
which 4 ml. contain 15 mg. of codeine phosphate. Codeine is often ex- 
tremely useful in controlling diarrhoea in such conditions as ulcerative 
colitis as tolerance to its constipating action does not readily develop. It is 
most widely used as a constituent of compound codeine tablets though it 
is important to note that the small amount of codeine (8 mg.) contributes 
little to their analgesic action but has a definite constipating effect. 

Some preparations have been introduced as alternatives to codeine as 
cough suppressants. Methadone linctus B.N.F. is highly effective and useful 
in such conditions as bronchial carcinoma, but its prescription comes under 
the Dangerous Drugs Act. More recently, new agents such as pholcodine 
have been introduced as cough suppressants. It is difficult to assess their 
merits in relation to codeine but the method of sequential analysis used by 
Snell and Armitage will clearly be of great assistance in testing quickly and 
simply new remedies of this type. 


PAPAVERINE 
This constituent of opium is relatively little used in clinical practice. It has 
no narcotic action but is a cardiac depressant and a relaxant of smooth 
muscle. It has been employed to reduce arterial spasm, particularly after 
embolism in an attempt to dilate reflexly constricted collateral channels. It 
has sometimes been claimed that preparations containing mixtures of the 
alkaloids of opium, such as papaveretum injection B.P.C. or ‘omnopon’, 
possess some advantages over morphine alone. Opium contains too little 
papaverine to overcome the constipating action of morphine or to abolish 
biliary spasm. Controlled trials have not demonstrated any particular benefit 
of these mixtures in preference to morphine. 


CONCLUSION 

Morphine is not known by any proprietary name and so in the present age 
it does not figure in the literature at the breakfast table. On the other hand 
the newer synthetic substitutes are widely advertised and it is only with the 
passage of time that their defects become apparent. Morphine and codeine 
are generally cheaper than the more recently introduced drugs and their 
use is based on an immense volume of clinical experience. Advertising 
claims alone should not persuade us to abandon them in preference for 
less widely tried agents. 





TRANQUILLIZERS IN PSYCHIATRY 


By E. W. ANDERSON, M.D., F.R.C.P., D.P.M. 
Professor of Psychiatry, University of Manchester 


THE remarkable activity of the last decade in the fields of pharmacology 
and biochemistry, leading to the introduction of a bewildering array of new 
drugs in medicine as a whole, has had a dramatic impact on psychiatry. 
A new ‘specialty’, psychopharmacology, has emerged with the usual accom- 
paniments of international congresses, conferences, symposia and so on, and 
now a journal devoted to this field. 


PSYCHOPHARMACOLOGY 
Hitherto, it had been assumed that all drugs acting on the nervous system 
exerted a global effect, ultimately, in sufficient concentration, producing 
undesirable symptoms of an ‘organic’ character, i.e. disturbance of con- 
sciousness, leading finally to coma—effects which often interfered seriously 
with the use of the drug in treatment. Now psychiatry is chiefly concerned 
with drugs which exert a selective action on certain psychic functions, 
leaving other functions more or less intact. The new drugs are broadly 
divisible in terms of their psychic effects into three groups. 

(1) The so-called psychotomimetics or hallucinogens.—Some of these, such 
as mescaline, form the active principle of certain plants; others such as 
lysergic acid diethylamide (LSD25), are synthetic. These drugs produce 
psychic effects resembling the symptoms of certain psychoses. An increasing 
number of such substances is becoming known. Their significance in 
deepening understanding of psychotic experience on the one hand, and the 
light the study of their biochemical and metabolic relationships may shed 
on the obscure etiology of certain psychoses on the other, make these sub- 
stances of great theoretical importance. This is one of the most promising 
developments in present-day psychiatry. 

(2) The ataractics or ‘tranquillizers’.—The chief effect of these drugs is 
the dampening of emotional activity and excitement, without producing 
clouding of consciousness, although this statement requires some qualifica- 
tion. Ataraxy is defined in the ‘Shorter Oxford Dictionary’ as ‘freedom 
from disturbance of mind or passion; stoical indifference’. The two best- 
known members of this group are chlorpromazine and reserpine. 

(3) Stimulant drugs enhancing emotional responsiveness, alertness, and 
awareness: e.g. amphetamine, methylphenidate (‘ritalin’) and the new anti- 
depressant, imipramine (‘tofranil’). 

That drugs exist which can act selectively on the nervous system con- 
stitutes a noteworthy advance in the possibilities of chemotherapy in mental 
illness of which we are at present perhaps seeing only the tentative and 
crude beginnings. Significant chemical relationships exist between all three 
January 1960. Vol. 184 (28) 
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groups. Thus chlorpromazine, a phenothiazine derivative, and reserpine, 
otherwise chemically dissimilar, both have an indole-like nucleus which 
they share with the hallucinogens, mescaline and lysergic acid. Imipramine 
is chemically related to the phenothiazines. Whilst encouraging vistas have 
been revealed by the use of these drugs in both the etiology and the treat- 
ment of mental illness, the problems are many and complex and the 
mechanisms and relationships far from clear as yet. 

This article is concerned only with the second group: the ataractics or 
tranquillizers. This latter term, incidentally, is a misnomer since many of 
these drugs also produce a transient paradoxical excitement. 


INADEQUATE CLINICAL TRIALS 

The number of ataractics on the market is now very large and, as new ones 
keep appearing, no one individual has had sufficient experience of all of 
them to be able to draw conclusions as to the respective merits of, and 
indications for, each. Nor is much help to be had from the vast literature. 
Much of this is impressionistic and uncritical. Reports of adequately con- 
trolled trials are relatively few, if increasing, and often at variance with 
other similar reports. It is impossible at this stage to assess the value of 
these drugs except in broad general terms. Some indeed have not proved 
their worth and have largely dropped out of use. 

Perhaps the factor which has bedevilled the issue more than any other 
is the simple-minded belief that drugs alone can cure mental illness. It is 
a matter of unusual difficulty to assess the value of any form of treatment 
of mental illness. The exclusion of factors other than the particular drug 
or procedure is nearly all but impossible. Mental illness is characterized by 
abnormal experiences which usually defy more than approximate descrip- 
tion. More objective criteria, whilst scientifically more satisfying, inevitably 
fail to take into account the patient’s experiences which are the essence of 
his illness and often the only true indicator of his state. There is often a 
wide gap between objective and subjective improvement. A factor equal in 
importance to all others in the crreatment of the psychiatric patient, and the 
object of increasingly intense study, is that of his environment and en- 
tourage. This is another important trend in modern psychiatry. It is 
interesting that the study of drug effects has not only complemented study 
of the social factor but has thrown up its significance with particular sharp- 
ness. It is now well known that even in the laboratory the toxicity of some 
drugs has been shown to vary as between the solitary animal and animals 
in a group, the solitary animal showing a higher tolerance. 


“GENIUS LOCI’ 
Early in our experience with chlorpromazine we were impressed with the 
better response to the drug of inpatients as compared with outpatients 
suffering from similar forms of illness of comparable severity. This was 
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thought to be due to the greater stability of the hospital environment, 
constant trained supervision, the group situation, and perhaps more in- 
tangible qualities: the ‘genius loci’. This impression has been confirmed 
by a number of careful studies (Rathod, 1958: Rashkis and Smarr, 1957). 
Uhlenhuth and his associates (1959) found a strong correlation between the 
favourable results of the drug compared with inert substance (placebo) 
when the doctor’s attitude was expectantly optimistic, whereas no such 
changes were found when the doctor’s attitude was sceptical. Linn (1959) 
investigated the discharge rates from an American hospital of two groups 
of patients admitted for the first time; the first group was discharged 
before, the second after, ataractics were used. Hyperactivity was the indica- 
tion for their use. It was found that patients in the second group were more 
likely to be discharged than patients in the first group. This higher rate of 
discharge, moreover, applied equally to those of the second group whether 
or not they were hyperactive, and whether or not treated by the drugs. 
Conditions otherwise remained unchanged in the hospital over both periods. 
Further, there was an increased tendency for patients discharged in the 
second period to return to hospital. Linn believed the most probable ex- 
planation to be the enthusiasm of the staff for the treatment, which spread 
to other non-drug-treated patients, and the increased likelihood of return 
to hospital to the absence of such supporting enthusiasm in the patients’ 
families. The so-called ‘placebo reactor’, i.e. one who not only shows 
improvement witha placebo, but sometimes also some side-effects as well, 
is now well known. Awareness of all these social and environmental in- 
fluences must induce caution in attributing beneficial effects to the drug 
alone. They are all too often ignored. 


CLASSIFICATION 

With such a range and variety of drugs some sort of classification is essential. 
Hartley (1956) attempted a classification on a chemical basis as follows:— 

(1) The rauwolfia alkaloids, of which reserpine is the most commonly 
used in psychiatry. 

(2) The phenothiazine derivatives: e.g. chlorpromazine (‘largactil’). 

(3) The benzhydrol derivatives: e.g. azacyclonol (‘frenquel’), benactyzine 
(‘lucidil’, ‘nutinal’, ‘suavitil’). 

(4) The hydroxypropanes: e.g. meprobamate (‘miltown’, ‘equanil’). 

More recently (1958) a Study Group of WHO offered the following 
classification based upon experimental laboratory data, emphasizing its 
tentative and provisional character. 

(1) Major tranquillizers: e.g. chlorpromazine and reserpine. 

(2) Minor tranquillizers: e.g. hydroxyzine (‘atarax’). 

(3) (a) Hypnosedatives: e.g. amobarbital, phenaglycodol; (b) tranquillo- 
sedatives: e.g. meprobamate. 

(4) Anti-acetylcholine drugs: e.g. benactyzine. 
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(5) Stimulant, psychotonic drugs: e.g. azacyclonol, piperadol, am- 
phetamine. 


SIDE-EFFECTS 

Shortage of space forbids any detailed consideration of the toxic side- 
effects and consequent risks. These are well known but will bear brief 
repetition. It has been estimated (Sainz, 1956) that over 50 per cent. of 
patients treated with chlorpromazine and reserpine show some side-effects, 
Of these, agranulocytosis is the most dangerous, but fortunately by far the 
least common. It seems particularly associated with pecazine (‘pacatal’) and, 
partly because of this side-effect, this drug has largely fallen into disuse. 
Jaundice occurs in 1 to 2 per cent. of patients treated with chlorpromazine; 
Parkinsonism with many, notably reserpine and some of the newer more 
potent phenothiazines, trifluoperazine (‘stelazine’), and prochlorperazine 
(‘stemetil’); skin rashes with many, sometimes of notable severity particu- 
larly with meprobamate. This drug is also liable to produce addiction. 
Alarming falls of blood pressure may occur: three such cases after mepro- 
bamate in our own unit (Scott et al., 1956). Drowsiness may be trouble- 
some with many tranquillizers. A peculiar restlessness (akatizia), usually a 
precursor of Parkinsonism, has been noted particularly with trifluoperazine. 
The chief point to bear in mind is that all these drugs carry risks, of which 
this list gives only a few. 


INDICATIONS 
Whilst opinions differ as to the suitability of this or that drug for certain 
conditions, e.g. trifluoperazine for chronic schizophrenics (for which good 
results are claimed), azacyclonol in hallucinatory states (for which the claims 
have not been sustained), there is one broad symptomatic indication for the 
use of the major tranquillizers: i.e. states of severe excitement or hyper- 
activity in whatever diagnostic setting these may arise. 

Despite the many difficulties inherent in assessment of the therapeutic 
value of the ataractics, there is world-wide agreement that they represent 
a great, if not a revolutionary, advance in the treatment of the psychoses. 
It was optimistically supposed at first that equally good results would be 
obtained in those other forms of disturbance—i.e. the ‘neuroses’—in which 
anxiety and tension are prominent. This, unfortunately, has not proved so. 
This general impression was strongly confirmed in a recent carefully con- 
trolled study (Raymond et al., 1957) of a selected group of neurotic patients 
showing tension as a predominant symptom, 

The patients were treated with amylobarbitone, benactyzine, chlorpromazine, 
meprobamate, ‘sedaltine’, and a placebo. Using the patients’ own rating of improve- 
ment, the placebo was found to have no effect, amylobarbitone was significantly 


superior to the placebo, but no significant differences were found between the other 
four drugs and the placebo. 


Similarly, benactyzine, on the value of which in ‘anxiety states’ several 
conflicting reports have appeared, was found in the most recent controlled 
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trial of this drug (Harrington and Mayer-Gross, 1959) to show no signifi- 
cantly different effects from those of a placebo. There were, in addition, a 
number of disagreeable side-effects. 

Despite our ignorance of many aspects of these drugs, certain broad 
conclusions seem to emerge. First, the major tranquillizers at least find 
their chief, if not their only, indication in states of severe psychotic excite- 
ment, whatever the underlying pathology may be: e.g. organic, schizo- 
phrenic, or manic. As a result it has become possible to extend considerably 
the range of patients who can be treated in open units, especially in general 
hospitals. The significance of this in relation to present-day attitudes 
towards therapy does not need underlining. It is still not known to what 
extent, if any, the tranquillizers attack the hypothetical somatic ‘process’ 
in schizophrenia. Secondly, as already stated, they appear to have little 
value in the so-called ‘neuroses’. Hence they tend to have little applicability 
in general practice. Some of the minor tranquillizers may be of value here, 
e.g. meprobamate, but it is questionable whether they are any more effective 
than older drugs, notably the barbiturates, and they are certainly more 
risky than barbiturates. One use of the major tranquillizers in general prac- 
tice is important: in maintenance therapy. All agree that it is essential that 
the patient treated successfully with these drugs in hospital should con- 
tinue them after discharge to avert the danger of relapse. In general, 
treatment with these drugs is best initiated by the psychiatrist who has 
gained much more experience of their use. 

The optimal dosage of these drugs must be decided for the individual 
patient. The range of dosage for many of them is still debated: 150 to 600 
mg. of chlorpromazine is the average daily dosage. The very high doses 
of this drug formerly given are now generally regarded as unnecessary. It 
is uncertain, moreover, how long these drugs should be continued. Six to 
eight months for chlorpromazine in acute cases of schizophrenia and some 
years for chronic cases have been suggested (Labhardt, 1957). 

The wholesale use of these drugs has been widely condemned by many, 
both in England (e.g. Laurence and Pond, 1958) and the United States 
(e.g. Dickel and Dixon, 1957). Anxiety is of prime biological value; only 
when extreme does it hamper living and become a symptom calling for 
alleviation. The dividing line is a matter of judgment. The average indi- 
vidual should be encouraged to face his problems without the support of 
drugs. It is the personal relationship of the doctor to his patient, his interest 
in him as a human being, his wisdom and knowledge of life rather than 
any drug, which will help the average patient most when he is faced with 
some emotional crisis. 

In the treatment of the excited patient we have found in general that 
chlorpromazine, the oldest member of this group, is generally the most 
reliable and it is our practice to start patients on this when an ataractic 
is indicated. Only when this fails is another drug used. Good results, 
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especially in chronic schizophrenics, have been reported from trifluo- 
perazine. The induction of Parkinsonism with this as with others of the 
more potent phenothiazines is troublesome, but this can usually be relieved 
by appropriate drugs: e.g. benzhexol. The newest member of the pheno- 
thiazine series, thioridazine (‘melleril’), has been favourably reported on 
in the United States (Kinross-Wright, 1959). This drug has about the same 
potency as chlorpromazine, but seems to be more effective and so far no 
dangerous side-effects have been reported. Experience has shown, however, 
that it is usually only a matter of time before these appear. 


CONCLUSION 
The ataractics have thus quite considerable limitations; their significance 
perhaps lies less in their present value than in the promise they hold for 
a future, possibly more rational, therapy and also for the light which the 
study of them may throw on the etiology of the commonest forms of mental 
illness: the endogenous psychoses. At present there is some truth in the 
ancient gibe that we pour drugs of which we know little into bodies of 


which we know less. 
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TRANQUILLIZERS 
IN GENERAL PRACTICE 


By DANIEL M. ROGERS, M.D. 


General Practitioner, Wenham, Massachusetts, U.S.A. 


It is a recognized physiological fact that a sunset viewed between the legs 
presents a refreshing new prospect not apparent from the customary upright 
position. The reason is that the inversion of a familiar image on the retina 
exposes the cells to visual stimuli to which they are unaccustomed, and 
hence new relationships of colour and form are perceived. The current view 
of tranquillizers is somewhat analogous. 

For many a year, the busy general practitioner confronted with a patient 
suffering chiefly from anxiety without much organic underlay was wont to 
prescribe a small dose of his favourite barbiturate, accompanied by a vigorous 
dose of bluff reassurance, and move rapidly on to the next case. Sometimes 
the treatment was effective. Often the patient would be back ere long with 
a new complaint, or seek out a more sympathetic listener who was not 
necessarily a physician. 


A ‘SUPERNOVA’ 
The advent of the so-called ‘tranquillizer’ was marked by its manufac- 


turer with appropriate pomp and circumstance which seemed to be aimed 
at the busy practitioner; the drug in appropriate dosage produced ‘peace 
of mind’, freedom from anxiety without sedation or loss of mental alertness. 
The early reports alluded to freedom from toxicity, a broad range of thera- 
peutic dosage, lack of sensitizing characteristics or addictive properties. 
The drug was made to order for that troublesome moiety of neurotics and 
mild psychoneurotics not ill enough to merit the attention of a specialist. 
For a time this new discovery held a banal place in the pharmaceutical 
firmament; then suddenly it burst into the brilliance of a ‘supernova’. 
Through the feverish research of the drug companies it multiplied into a 
class (which is still expanding). The awakened interest of the medical pro- 
fession resulted in abandonment of the earlier petty conceits that such 
drugs were harmless and free from addictive properties; this threatened to 
wrest tranquillizers from the domain of general practice and plant them in 
the field of psychiatry. The drugs still have a usefulness, however, in the 
management of the milder psychiatric disturbances customarily treated by 
the family physician. Furthermore, as the list of tranquillizing drugs 
lengthens, the list of disorders in which they are effective increases part 
passu. At the moment there are six unrelated basic compounds from which 
a profusion of tranquillizer derivatives have been elaborated. 
January 1960. Vol. 184 (34) 
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BASIC PRINCIPLES 
Such an impressive array of mood modifiers from which to choose con- 
stitutes both a broad opportunity and an appreciable hazard. The following 
basic principles for the use of tranquillizers in general practice will minimize 
the hazard. 

(1) Tranquillizers are congruous to the corticosteroids in one respect: 
they do not cure, but they suppress or abolish undesirable symptoms. 
Thus, they are more easily and safely employed in short-term, self-limiting 
conditions. 

(2) Patients on tranquillizing drugs should be in contact with their 
physicians at fairly frequent intervals—the length of the interval depending 
upon the condition under treatment, the duration of the treatment, and the 
patient’s response to the drug. 

(3) When the anticipated modification of mood fails to occur with one 
drug, it can often be achieved with another. 

(4) Dosages must be individualized. It is usually well to begin in the 
middle range and go up or down, depending upon response. Frequency of 
dosage follows the same rule. As there is no objective measurement for the 
condition under treatment or the drug effect, estimation of effect must 
hinge upon the perception of the physician and his skill in eliciting the 
desired evidence. Addiction is a possibility, particularly in the alcoholic— 
and especially with meprobamate (Mohr and Mead, 1958). 

(5) Tranquillizing drugs share the property of an overlapping group, the 
antihistamines, in potentiating sedatives and central nervous system de- 
pressants. Greatly increased caution is indicated if sedatives or narcotics 
are coupled with tranquillizers, although there are specific indications for 
such combinations. The patient on tranquillizers should be warned of the 
exaggerated effect of alcoholic beverages (Powell et al., 1958). 

As the original tranquillizers became the forerunner of a class with diverse 
effects, the class seems to have outgrown the appellation. Acting primarily 
on different segments of the brain and nervous system, members of this 
class may be characterized as antihistaminics, anti-emetics, anti-pruritics, 
muscle relaxants and hypotensives. Freyhan has suggested the designation 
‘neuroleptic drugs’. Some members of the group have such a profound 
effect on mental processes, or are so prone to cause alarming neurological 
syndromes (Christian and Paulson, 1958), that their use should be restricted 
to patients in hospitals, where observation is more frequent and dosage is 
regulated by trained personnel. 

Adequate mood modification can be achieved, however, with milder 
agents in the milder conditions treated in the physician’s office and at home 
(Noyes and Kolb, 1958); this includes many of the phenothiazines, the 
rauwolfia derivatives, and substituted propanediols (meprobamate, phena- 
glycodol). 
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NEUROSES 
Estimates of the proportion of the family doctor’s office practice which 
constitutes primarily mild anxiety states vary up to 70 per cent., but the 
nature of this practice will likewise vary depending upon his interests and 
talents. Whatever the figure, such patients comprise a significant proportion 
of his practice; the world is full of frightened people seeking reassurance 
from their physicians. 

Drugs cannot replace the interpersonal exchange between physician and 
patient essential to the psychiatric modality but, adroitly used, they may 
facilitate a more significant relationship; rapport may be more rapidly 
established by prior administration of tranquillizers (Fischer, 1957). 
Meprobamate is exhibited in doses of 3 to 6 grains (200 to 400 mg.) two to 
four times daily: perphenazine, 2 to 4 mg. thrice daily; thiopropazate di- 
hydrochloride, 2 mg. three or four times daily (up to 16 mg. daily may be 
used, with caution, for brief periods). A combination of chlorpromazine and 
dexamphetamine, 5 mg., is sometimes very effective. 

These suggestions do not exhaust the possibilities; a voluminous litera- 
ture is accumulating defining the properties of many others, from which a 
choice may be made. The physician should thoroughly familiarize himself 
with several for use in his practice rather than employ too many on super- 
ficial acquaintance. The essential point, however, is to establish sufficient 
contact with the patient to permit him to ventilate his uncomfortable 
feelings and their cause; and for him to acquire reassurance from his 
medical visit (Meares, 1957). It is assumed that an adequate history, 
physical examination, and indicated laboratory studies have been per- 
formed. 


PSYCHOPATHIC STATES 

The wise general practitioner will promptly refer to the psychiatrist any 
patient with a more profound psychopathic state. Yet he may be called to 
the house by a frantic relative or neighbour to control an individual who 
has suddenly manifested acute disruptive psychopathic behaviour. Here- 
tofore the physician had little recourse except to summon as much strong- 
armed aid as he could muster, armed with strait-jackets and other devices 
for forcible control, merely to transfer the patient to an institution for care. 
Today the parenteral administration of reserpine or perphenazine will soon 
render the patient tractable. In the more favourable circumstances, as in 
cardiac psychosis and others due to organic disease, the family physician 
may be in a position to render total definitive care himself. 

The senile psychotic is an all-too-familiar problem to the family doctor, 
who watches his steady, inexorable mental deterioration. Hyperactivity 
with nocturnal wandering may occur; the patient is prone to suffer per- 
sonality changes with accentuation of aggressiveness, argumentativeness, 
petulance, and similar anti-social traits. Ultimately it becomes impossible 
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for relatives to care for the patient at home; most nursing homes have 
neither the personnel nor the equipment to deal with such a case. The 
family suffer a sense of guilt and bereavement as they reluctantly consent 
to the patient’s admission to a mental hospital. The professional staff of 
the hospital does not welcome this type of patient to fill a precious bed, 
for he requires custodial care and offers little promise of improvement 
through psychotherapy. 

Tranquillizing drugs make home or nursing-home care by the family 
physician possible for many of these patients. Under their influence the 
abnormal behaviour patterns are abolished and custodial care is greatly 
simplified. The underlying lesion is, of course, unchanged, but many 
people besides the patient are spared by resolution of the situational prob- 
lem, and the family doctor can continue to care for the entire family 
(Settel, 1957). 

Tranquillizers alone, or combined with small doses of barbiturates, are 
useful in the management of the intractable acute alcoholic. The initial dose 
is usually given parenterally; thereafter it may be given by either the oral 
or parenteral route. The advantage of this regimen over the traditional use 
of paraldehyde, apomorphine, and other agents is that the subject often 
remains sufficiently awake to obey simple orders and does not require 
restraint or constant nursing care. As in the senile psychotic, the under- 
lying psychopathology has not been altered. 


OTHER USES 

Tranquillizers have minor uses which, in smoothing the stonier portions of 
the walks of life, fall within the purview of the general practitioner. ‘Tran- 
sient distress of a psychic or psychosomatic nature often leads to a call for 
the family physician: the traveller beset by motion sickness; the child (or 
adult) afflicted with nausea and vomiting wherein the symptom is more 
important than the disease (e.g. viral gastroenteritis, emesis gravidarum); 
the family distraught by sudden bereavement and other brief episodes of 
psychic trauma. The anti-emetic properties of some, or the lack of somni- 
facience in others, makes one of these drugs a better choice than a sedative 
or a narcotic. Because the drug will not be continued long, it may be ad- 
ministered more liberally than in the first indication cited above. 

Among these minor cases mention should be made of trimeprazine for 
relief of pruritus. Tranquillization is a property possessed in varying degrees 
by all the rauwolfia derivatives, in some instances exceeding the hypotensive 
effect. Initial therapy with a drug from this group is thus a logical choice 
for the labile hypertensive who is emotionally unstable. 

Nervous tension may be manifested as labile hypertension. More often 
it produces the symptomatology of increased skeletal muscle tension with the 
resultant headache, often described as band-like or affecting the occipital 
area at the point of attachment of the spinal muscles. It is manifested also 
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by chronic fatigue without adequate objective cause (and with normal 
physical and laboratory findings), and transient and migratory muscular 
pains. The mephenesin-type of muscle relaxant and then the tranquillizers 
have been successively employed for such complaints, as well as for liga- 
mentous and muscular sprains and strains resulting from injury. Several 
drugs have more recently been introduced which act centrally rather than 
on the myoneural junction—and hence qualify as neuroleptics—but com- 
bine an anxiety-relieving effect with more specific action on centres regu- 
lating skeletal muscle tone; an example is chlormethazanone. They are 
apparently equally effective in the relief of protective spasm induced by 
musculo-skeletal trauma and the hypertonus of anxiety states. 

Both the tranquillization, and the potentiating effect on sedatives and 
narcotics, have made these drugs valuable in the management of intractable 
pain. A few reports have appeared of their use in the management of 
recurrent angina pectoris, in coronary occlusion and in rheumatoid arthritis. 
They are a boon in the control of cancer pain: the patient’s attitude becomes 
detached towards somatic symptoms and in the appraisal of his condition; 
the narcotic requirement is reduced, thereby postponing the risk of tolerance 
and addiction, and the patient can remain conscious without displaying 
apprehension or serious mental depression. 


TRANQUILLIZERS IN ANZSTHESIOLOGY 

‘Family physician’ as a synonym for ‘general practitioner’ has a dual 
meaning: not only does such a physician care for the family as a whole, 
but more than any other he sees his patients at home, in the family environ- 
ment. The foregoing discourse has attempted to exhibit the function of 
ataractic drugs in the home-office milieu. Because a significant number of 
general practitioners in the United States are part-time anesthetists, a 
word about the uses of these drugs in anesthesiology may be appropriate. 
The potentiating effect of ataractics on sedatives or central nervous system 
depressants, which constitutes a hazard in home-office use, becomes an 
asset to the anesthetist. In small to moderate doses ataractics do not depress 
respiration; hence they may be used to supplant a portion of the amount 
of standard pre-anesthetic drugs which have a depressant effect on respira- 
tion, such as hyoscine and pethidine. 

Hershenson (1954) at the Boston Lying-In Hospital was one of the first 
to employ chlorpromazine intramuscularly in doses of 12 mg. to 25 mg. at 
two-hourly intervals, as needed, supplemented with oral barbiturates and 
hyoscine in small doses, for analgesia in active labour. He discovered that 
many multipare needed no further anesthesia or analgesia for normal 
delivery, whilst the anesthesia requirement of primipare and complicated 
deliveries was greatly reduced. 

In general, however, chlorpromazine is much less used for this purpose 
in this country today than promethazine. The latter is employed in prepara- 
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tion for all types of anzsthesia, in children and adults, local or general, for 
both obstetrics and surgery (Adelman et al., 1959). It is used in combination 
with pethidine and hyoscine, in dosages calibrated to age. The combination 
is reported to reduce anesthetic risk and to eliminate prodromal or first- 
stage excitement and apprehension. These drugs are all administered 
together parenterally. 


SUMMARY 

The ataractic drugs have burgeoned from a modest beginning into a 
miniature pharmacopeeia, and usurped some of the province of human ail- 
ments previously controlled by sedatives and narcotics. Without con- 
comitant loss of consciousness, the patient under ataractics experiences a 
degree of mental detachment which cools the heat of his emotions in 
anxiety and quells the hyperactivity of mania, senile psychosis, or acute 
alcoholism. 

In organic disease the collateral effects of tranquillizers may transcend 
the importance of mood modification. Some have value as muscle relaxants 
in orthopedic conditions, as hypotensive agents, anti-emetics, and other 
capacities. 

The expanding uses of this class of drugs are as diverse as general 
practice itself. The skilful use of tranquillizers by the well-informed 
general practitioner can markedly increase the scope of conditions he 
can treat. 
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SEDATIVES AND ANALGESICS 
IN INFANCY AND CHILDHOOD 


By MARK S. FRASER, M B., M.R.C.P.Eb. 
Lecturer in Child Health, University of Aberdeen 


CuLorAL hydrate, phenobarbitone and aspirin: these are the yardsticks, 
and it is against their merits that many newer drugs must be judged. Each 
of the three, certainly, has a drawback which has received recent emphasis. 
The main trouble with chloral is the taste; with aspirin it is gastric bleed- 
ing. The snag about phenobarbitone is that some children are excited by 
it instead of sedated; they become irritable and difficult, even early in a 
course of treatment. These limitations will be considered in the context of 
some clinical problems. 


THE NEWBORN 
To control restlessness and twitching due to cerebral birth trauma, chloral 
hydrate by mouth is generally used, at intervals of one to four hours and 
in doses of } to 1 grain (30 to 60 mg.) according to the severity of symp- 
toms. If this involves gastric intubation every hour or two, however, for 
those infants who are critically ill, the repeated handling will be detri- 
mental. Chloral may of course be given rectally, but the substitution of 


phenobarbitone sodium, } grain (8 mg.) injected subcutaneously at longer 
intervals, probably causes least disturbance. 


THE OVERACTIVE BABY 

Vomiting.—In the early weeks of life, vomiting 1s often much reduced by 
sedation before feeds. This response can be expected from babies who are 
unduly alert and restless and who gulp their feeds; care in bringing up wind 
fails to stop them vomiting. One must be sure that the infant is not underfed 
and is not struggling against a teat with too small a hole. If no cause is 
found, success is likely to follow the use of chloral, 1 to 3 grains (60 to 
200 mg.), or phenobarbitone sodium, } grain (8 mg.), some minutes before 
each feed. Treatment will be needed for only a few weeks. 

Colic and crying.—Many babies have a few isolated bouts of colic, but 
it is those who have repeated screaming attacks over a period of weeks who 
are a problem to treat. The attacks are commonest between 18.00 and 22.00 
hours, and the infants do not respond to being picked up and cuddled. In 
the milder disturbance, which Spock (1958) calls ‘periodic irritable crying’, 
the baby cries for several hours at one regular time of day (usually the 
evening) without definite signs of pain or wind, and is pacified so long as 
he is nursed and carried about. These common disorders—excessive 
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posseting, recurrent colic and persistent crying—have been regarded as 
facets of the same condition: ‘the hypertonic infant’. It is not certain that 
they are so closely related, but they do have a good deal in common. They 
begin in the first month of life and wear off by the fourth, and usually 
occur in well-fed thriving infants. Thus they may not be of lasting im- 
portance but their nuisance value is great. 

When periodic crying really demands drug treatment, sedatives should 
help so long as they are given in the relatively high dosage which infants 
in general require: e.g. 3 grains (0.2 g.) of chloral hydrate. In ‘three months 
colic’, however, drugs often have little effect. Camphorated opium tinc- 
ture B.P. (paregoric) may be tried in severe cases; the dose in infancy 
is one minim (0.06 ml.) per month of age. If sedatives and paregoric fail, 
and if there is much parental anxiety, the dummy or ‘soother’ may be 
acceptable. Allowing colicky infants to suck freely on a dummy has been 
reported to give excellent relief. In one study (Levine and Bell, 1950) the 
habit was allowed to continue until voluntarily given up, at an average age 
of 14 months, and no undesirable effects were noted. 


LATER PAINS 

Teething.—When sleep is prevented by teething pains, chloral is usually 
effective, although not analgesic. Soluble aspirin is at least as good, but the 
parents must be warned against giving it repeatedly, day after day, which 
could lead to cumulative poisoning. Many infants need no treatment, and 
any routine medication should be discouraged. Proprietary teething pow- 
ders are now harmless, consisting merely of aperient or carminative sub- 
stances, but grey powder is potentially toxic and ought to be obsolete. 

Even young babies object to the taste of chloral, but it can be well dis- 
guised in syrups such as the chloral elixir for infants of the British National 
Formulary. The dichloralphenazone tablet, ‘welldorm’, will be helpful only 
with older children. An alternative is the antihistamine, promethazine 
hydrochloride, which may be used as sedative and hypnotic in early life. 
Its sedative action is more prolonged than that of chloral, and it is anti- 
emetic. It is given as elixir of ‘phenergan’ in a dose of 0.25 to 0.5 mg. per 
pound (0.55 to 1.1 mg. per kg.) of body weight, repeated in twelve hours. 

Everyday pains.— Whilst the role of aspirin in provoking gastro-duodenal 
hzmorrhage is beyond dispute, aspirin and soluble aspirin remain thoroughly 
acceptable in childhood for the many casual occasions when antipyretic- 
analgesics are required. Children with anygillness that causes alimentary 
bleeding, or with known intolerance of aspirin, will naturally be given an 
alternative drug. The real danger of aspirin in childhood is of accidental 
poisoning when tablets are left within the toddler’s reach. It is not known 
whether paracetamol and salicylamide would be less toxic in these circum- 
stances (Done, 1959), and for general pediatric use they offer no advantage. 
The total cost to the National Health Service of twenty 5-grain (0.3 g.) 
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aspirin tablets is compared below with equivalent quantities of some other 
tablets (by courtesy of ‘Prescribers’ Notes’) :— 


» he 
5 


Aspirin 4 
Soluble aspirin 8 
‘Panadol’ 4° 4 
‘Calpol’ 104 
‘Antidol’ 4 0 
Severe pain.—Morphine is permissible, even in infancy, when really 
needed. Dosage is carefully related to body weight, and a full subcutaneous 
dose is 1/600th grain (0.1 mg.) per pound (0.22 mg. per kg.). 
Rheumatoid arthritis.—Aspirin is fairly effective as a long-term palliative. 
In unresponsive cases, phenylbutazone probably deserves to be more fre- 
quently employed. Its toxic potentiality demands informed and judicious 
use, but the drug causes no hormonal upset and must be at least as desir- 
able as prolonged corticosteroid therapy. Gauchat (1959) describes pheny]- 
butazone as effective in about 50 per cent. of juvenile cases, and a week’s 


trial will reliably indicate whether it is to help the individual. 


RECURRENT ABDOMINAL PAIN AND VOMITING 

For the periodic syndrome, in which children are incapacitated at more or 
less regular intervals by abdominal pain, headache, vomiting or some 
combination of these, phenobarbitone twice daily over a period of months 
may reduce the frequency of attacks. It should not be continued indefinitely 
unless it is getting results, since the child’s school work and temperament 
may suffer. There is little doubt that some of these illnesses constitute 
‘masked’ forms of epilepsy and respond to anticonvulsant drugs, although 
the proportion having an epileptic basis is likely to be much lower than 
that suggested by Wallis (1956). 

The actual episode of cyclical vomiting can generally be curtailed by the 
subcutaneous injection of codeine, 1/1ooth grain (0.6 mg.) per pound (1.3 mg. 
per kg.) of body weight, or of phenobarbitone sodium. To mention only 
one of the newer anti-emetic drugs, prochlorperazine may be given, as part 
of a ‘stemetil’ suppository. A suitable rectal dose would be 5 mg., repeated 
in six hours if necessary. Potent suppositories cannot be left in the parents’ 
hands, however, for the child must be carefully examined in each attack 
and it is unsafe to suppress symptoms until this has been done. As Kempton 
(1956) has pointed out, ‘these children are at special risk in that the early 
symptoms of more serious illness may well be regarded as just one of the 
usual episodes’. 

THE HYPERKINETIC CHILD 
In the syndrome of gross overactivity, with distractibility and impulsiveness, 
which is believed to be a sequel of brain damage in early life, drug treat- 
ment is often successful in reducing restlessness and improving the atten- 
tion-span. In children of normal intelligence this has obvious effects on 
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progress at school. When hyperkinetic behaviour occurs in mentally 
retarded children, however, as it is so liable to do, attempts at long-term 
medicinal control are equally essential. Such children exhaust their mothers 
by the need for heartbreakingly constant supervision, and at occupational 
centres they are a disruptive influence. 

Barbiturates are unsuitable, but the amphetamines often have a para- 
doxical sedative effect on children of this kind. Optimum dosage of dex- 
amphetamine usually proves to lie between 10 and 20 mg. a day, most of 
it given at breakfast. A spell of overactivity in the late afternoon may have 
to be accepted in order to safeguard sleep. Appetite is reduced but not to 
a prohibitive degree. Amphetamine may succeed when dexamphetamine 
fails, and vice versa (Laufer and Denhoff, 1957). An alternative choice is 
meprobamate, in dosage progressively increased even to 2000 mg. a day. 
Amphetamines or meprobamate may be used along with anticonvulsants 
when epilepsy and ‘organic driven-ness’ coexist. Other tranquillizers are 
sometimes effective (Freedman, 1958), and the best drug for an individual 
patient has to be found by trial and error. The effort is worth while, for it 
is clear that substantial palliative effects are attainable. 


BEHAVIOUR DISORDERS 

Many children’s symptoms of psychological maladjustment have to be 
dealt with in general practice. For most of those with habit spasm, enuresis 
and sleep disorders, for instance, specialist psychotherapy is imprac- 
ticable. The family doctor can do much to improve the child’s emotional 
environment (Lightwood, 1958), counselling the parents and sometimes the 
teacher, and may legitimately use medicine as part of his attack on the 
problem. Whilst barbiturates are seldom helpful, several of the tranquillizers 
may be employed with discrimination. For more serious emotional prob- 
lems requiring psychiatric care, tranquillizers may be given while the child 
is awaiting an appointment. 

The available evidence about these drugs in children’s behaviour dis- 
orders has been reviewed by Bradley (1958) and Freedman (1958). On 
grounds of safety and probable efficacy it seems that the first choice should 
lie between diphenhydramine, meprobamate and hydroxyzine. Diphen- 
hydramine, 2 mg. per pound (4.5 mg. per kg.) of body weight per day, has 
been found useful in primary behaviour disorders displaying anxiety; it is 
likely to cause drowsiness but this is not always a disadvantage. Mepro- 
bamate also is relatively non-toxic. Drowsiness occurs in about half the 
children treated, but generally clears after the first week. This is the only 
common side-effect, and idiosyncrasy is rare. A guide to initial dosage in 
childhood is 100 mg. per day per year of age. Hydroxyzine is notably free 
from toxic effects but is much more expensive. From 10 mg. thrice daily, 
the intake may be increased to 100 or even to 300 mg. a day if the response 
appears to justify it. The total cost to the National Health Service, in 





44 THE PRACTITIONER 


round figures, of treating a child for two weeks with various drugs, based 
on the probable early dosage for a seven-year-old child, is:— 


Daily Cost for 
intake two weeks 
a. 
Diphenhydramine 100 mg. 5 oO 
Meprobamate 600 mg. 
Hydroxyzine 50 mg. 
Phenobarbitone 100 mg. 
Dexamphetamine 10 mg. 


ENURESIS 

However firmly one may regard enuresis as mainly psychogenic, the inclu- 
sion of drugs in its management appears thoroughly justifiable, since the 
relief of this particular symptom will itself often lead to greater emotional 
stability. A careful physical scrutiny should precede treatment. Kagan 
(1957) employs methylpentynol carbamate, but the most promising of the 
tentative reports on tranquillizers concerns meprobamate. When used in 
60 patients (McClendon, 1958), this drug was considered to have been 
completely successful in 41, the children still being dry at night six months 
after it had been stopped. McClendon’s dosage was 400 mg. at 18.00 hours 
during the first week, increased to 400 mg. at 16.00 hours and at 20.00 hours 
for the next four weeks. In successful cases it was then reduced to 400 mg. 
at 18.00 hours for a final month. 

Only stringent objective evidence is acceptable here, for other drugs have 
seemed at first to cure enuresis. Double-blind clinical trials of tranquillizers 
should be undertaken, and could be initiated by general practitioners; none 
is known to be in progress at present. Another condition in which con- 
trolled trials are needed is whooping-cough, in which very favourable 
impressions of the value of chlorpromazine have been reported by Wirth 
(1958) and Lowes (1959). 
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IN OLD AGE 
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Lecturer in Problems of Old Age, St. Bartholomew's Hospital; Physician, Geriatric 
Research Unit, St. Fohn’s Hospital, Battersea 


INSOMNIA, restlessness and agitation are common symptoms amongst 
elderly patients. Many old folk complain of a bad night although they have 
been asleep for several hours. It is therefore desirable to check the facts, 
whenever possible. Too long a nap in the afternoon is one of the more 


obvious causes of insomnia. Physical discomfort or minor rheumatic pains 
can prevent sleep. The old prescription of aspirin and a hot whisky at 
bedtime is often successful in such circumstances. Nocturnal restlessness 
may be due to a full bladder, a loaded colon or a distended stomach. 
It can also be associated with various forms of cerebral degeneration. There 
are certain old people who are mentally normal by day, but who become 
restless or confused about nine or ten o’clock at night. Agitation can also 
be due to toxemia of various kinds. It is well to remember, too, that 
the elderly may react in this way to certain drugs: atropine, hyoscyamus 
and stramonium sometimes produce delirium; benzhexol can cause mental 
confusion, Heart failure is often associated with restlessness in the early 
hours of the morning—perhaps due to pulmonary congestion. A falling 
systolic blood pressure in ischemic heart disease may produce symptoms 
not unlike those of cerebral irritation, with confusion, noisy behaviour and 
resistiveness. It is essential therefore that careful diagnosis should precede 
sedation. Indiscriminate exhibition of hypnotics and tranquillizers cannot 
be condemned too strongly. It produces an unnecessarily high mortality 
among old people. 


SEDATIVES AND HYPNOTICS 
Bromides.—Elderly arteriosclerotic patients with impaired renal function 
do not excrete bromides well, which are thus liable to accumulate in the 
blood, leading to bromism. Since this condition presents as restlessness and 
confusion, a vicious circle may develop as more bromide is given to control 
the restlessness. Regular administration of bromides for purposes of 
sedation is therefore not desirable, unless periodic estimations of blood 
bromide levels are performed. 

Chloral hydrate.—This drug is most useful in the treatment of insomnia 
or mild restlessness amongst old people. The unpleasant taste can be dis- 
guised with syrup of vanilla or extract of liquorice. In doses of 30 grains 
(2 g.) it is a satisfactory sedative for general use. Recently a combination 
of chloral with phenazone (‘welldorm’) has been introduced. This is useful 
when nocturnal discomfort causes wakefulness, two tablets being a suitable 
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dose. When pain keeps the patient awake, 15 grains (1 g.) of chloral can 
be given in a mixture with 15 minims (1 ml.) of tincture of opium. 

Barbiturates.—In elderly patients, the barbiturate group of drugs are 
best avoided as nocturnal sedatives. Short-acting members of the class tend 
to lead to addiction if used by day, but are inefficient at night. Long-acting 
barbiturates have the disadvantages of accumulation due to poor excretion. 
This gives a reversion of sleep rhythm: with a patient drowsy by day, but 
restless and often confused at night. This leads in turn to further drugging: 
over-sedation results, with deterioration of the old person’s condition. The 
use of barbiturates by injection is not recommended in the elderly. 

Glutethimide.—One of the most useful sedatives for elderly subjects is 
glutethimide (‘doriden’). It has a reliable hypnotic effect which is quite 
rapid in onset and not unduly prolonged. In doses of 0.25 g. to 0.5 g. it 
has been used in the wards of the geriatric unit at St. John’s Hospital, 
Battersea, for the last two years as the standard sedative for insomnia. No 
ill-effects have so far been noted and the tablets appear effective. 

Paraldehyde.—This well-known drug is safe, effective, but unpleasant. 
Whilst a few subjects seem actually to enjoy it, the majority dislike it in- 
tensely and often struggle to avoid swallowing the draught. With old people 
it is best kept for occasional use for very restless patients—as an intra- 
muscular injection of 5 ml. 


TRANQUILLIZERS 

There are certain elderly patients who show mental agitation, aggressiveness 
and motor overactivity as their clinical picture. Treatment with bromides 
or barbiturates is unsatisfactory. Far better results are seen when some of 
the ‘tranquillizing’ drugs are employed. The most useful is probably 
chlorpromazine (‘largactil’) given by mouth in doses of 25 to 100 mg. thrice 
daily, if necessary. Promazine (‘sparine’) seems to need somewhat larger 
doses of 50 to 125 mg. to produce similar effects. It is said to be less liable 
to produce liver damage, but, used in the doses noted above, we have had 
only two cases of jaundice during the past three years following adminis- 
tration of chlorpromazine. Skin rashes, Parkinsonism, and bone marrow 
damage have not been encountered. Elderly patients often object to the 
taste of pecazine (‘pacatal’), which has the added disadvantage of producing 
constipation in some subjects. Most drugs of the chlorpromazine group 
have a tendency to lower the systolic blood pressure, which is undesirable 
in old age. For this reason, they should not be used in combination with 
reserpine. The ideal is to employ the smallest dose which keeps the patient 
manageable. Doses which are too large will produce incontinence of urine. 

When the problem is one of mental depression or apprehension, methyl- 
pentynol (‘oblivon’) is indicated. Doses of 250 to 750 mg. can be given 
with safety. Old people prefer to take medicines in liquid form as a rule; 
so the elixir is the preparation of choice. It should be remembered that 
methylpentynol does not control restless agitation, nor does chlorpromazine 
benefit mental depression. 
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ANALGESICS 
Old age is the time of life when multiple pains and aches are more com- 
monly present. To treat these effectively, we must first diagnose them 
correctly. One lesion will often alter the pain threshold of another. A gastric 
ulcer renders arthritic lesions much more troublesome. It may also poten- 
tiate the miseries of migraine. Muscle discomfort associated with spondylosis 
is often worse during an attack of bronchitis. On the same basis, successful 
treatment of one lesion may render another more responsive: an exacer- 
bation of arthritis will subside when a gluteal abscess is opened, for example. 

The relief of pain does not always necessitate the use of analgesics, of 
course. General treatment directed at the pathological basis of the con- 
dition should always take first place. Local measures have an important 
part to play, especially in the rheumatic diseases. Various forms of heat; 
injections of local anzsthetics, such as 2 per cent. procaine, into tender 
joints or muscles; liniments or ointments to rub into painful spots—these 
can all help to lessen discomfort. Many arthritic patients claim relief from 
regularly rubbing in a cream with the following formula:— 

Ephedrine hydrochloride 1 part 
Wool fat 6 parts 
Emulsifying wax 12 parts 
Water to 100 parts 

Another example of this kind is the use of inhalations of trichlorethylene 
to relieve the pain of trigeminal neuralgia. It is when such measures fail 
that we must have recourse to the prescription of analgesics. 

Aspirin is effective for mild aches and pains, particularly the rheumatic 
variety. In ordinary doses, 5 to 10 grains (0.3 to 0.6 g.), complications such 
as tinnitus, nausea or vomiting rarely occur. During recent years several 
authorities have suggested that gastro-intestinal bleeding is not uncommon 
among patients who take the drug regularly. Prolonged use of any salicylate 
can lead to depression of the prothrombin level of the blood and the risk 
of hemorrhage. It is possible that the combined use of steroids with aspirin 
for rheumatoid arthritis favours the onset of a gastric ulcer. For this reason 
a search has been made for an alternative drug which has less risk of com- 
plications. Phenacetin, 5 to 10 grains (0.3 to 0.6 g.), is a valuable substitute, 
since it has no irritant effects on the gut. On the other hand, continual 
administration can, and often does, cause methemoglobinemia and 
cyanosis. Phenazone, 5 to 10 grains (0.3 to 0.6 g.), is soluble and may be 
given in a mixture as well as in tablet form. It has been held responsible 
for agranulocytosis, but this is probably a rare side-effect. 

The drugs in this class may also be employed in various combinations. 
Some patients prefer acetylsalicylic acid compound tablets B.P.C. Others 
swear by codeine compound tablets B.P. Both of these, however, may still cause 
cyanosis after prolonged use owing to the phenacetin which they contain. 
Codeine compound tablets also have a tendency to constipate, which is 
undesirable in the aged. When sleep is disturbed by pain or discomfort, 
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analgesics may be combined with small doses of hypnotic drugs. Although 
proprietary tablets, such as ‘sonalgin’ or ‘somnased’, are on the market, it 
is profitable to add the hypnotic by giving a separate tablet. 

Phenylbutazone (‘butazolidin’) is more powerful than the drugs in the 
previous group, but not so effective as the opiates. It may be given as 
tablets in dosage of 100 to 200 mg., or as an intramuscular injection of 1 g. 
in 5 ml. The latter mode of administration is particularly useful in exacer- 
bations of arthritis and in cases with painful thrombophlebitis. The effect 
often lasts for three days, which is advantageous. Patients with gastric 
lesions, however, cannot tolerate the drug, since it increases their abdom- 
inal discomfort. This action is potentiated should prostigmine be adminis- 
tered at the same time. 

Pethidine has a particularly valuable place in treating pain, since it leaves 
the mind relatively clear and alert. The pre-terminal stages of inoperable 
new growths are rendered much less distressing by its use in doses of 50 to 
125 mg. At first it may be administered in tablet form, but later on injection 
is preferable. There is no fear of addiction in such cases unless the drug 
is employed too early in the course of the disease. It should be remembered 
that the duration of action is less than that of morphine, so that pethidine 
may have to be administered three or four times a day to get the full effect. 


MORPHINE 

This drug remains the ultimate analgesic. Susceptibility to pain is reduced 
by extremely small doses, but the normal range for injection lies between 
4 and 3} grain (10 to 20 mg.). After administration a pleasant drowsiness 
and a dreamy state pass into sleep. There is some depression of the respira- 
tory centre and the cough reflex becomes less sensitive. Peristalsis is reduced. 
For this reason morphine is extremely valuable in calming the distress of 
cardiac failure and comforting the unproductive cough in carcinoma of the 
bronchus. Inoperable cancers of the bowel can be rendered tolerable by its 
use, since discomfort and diarrhoea diminish. The problem of addiction is 
relatively unimportant in old age. In cases of severe pain it may be used 
freely, without fear, in normal doses. During the terminal stages of mortal 
disease, it is preferable to pethidine, on account of its soporific effect. ‘This 
may be enhanced by simultaneous administration of chlorpromazine, which 
is particularly valuable if vomiting is a troublesome symptom. 


SUMMARY 
Elderly patients are essentially individualists, who do not respond to penny- 
in-the-slot prescribing. They have their favourite drugs, ‘which suit their 
constitution’, and their pet phobias, such as fear of constipation. All these 
things should be remembered by the doctor who is treating them. It may 
not be possible to provide cure and recovery; but much can be done to 
minimize discomfort, apprehension and pain. 
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WHILsT simple education in the physiology of pregnancy and labour, 
instruction in the art of relaxation, and the inspiring of confidence in the 
midwife or doctor who will attend her in labour all help to ease the stress 


and pain experienced during labour, there is no doubt that in the majority 


of women some additional relief by sedatives and analgesics is necessary. 
The search continues to find the substance or combination of substances 
which will give the maximum relief without harm to mother or child. 
Sturrock (1939) laid down the following criteria for the ide: ethod of 
St k (1939) laid d the foll t for the ideal method of 
relieving pain in labour: 

(1) It does not endanger the life of mother or child, or in any other way have 
an adverse effect on them 

(2) It abolishes or diminishes pain and the memory of suffering over long 
intervals. 

3) It does not diminish uterine contractions and thereby delay labour, or pre- 
dispose to atonic postpartum hemorrhage 

(4) During the second stage it does not prevent the patient from cooperating 
intelligently with the doctor so that an antiseptic and aseptic technique can be 
maintained. 

(5) There is no necessity for operative delivery solely on account of the method 
used to alleviate pain. 

(6) It is simple to use. 
To these Claye (1959) adds that it should be (7) portable, and (8) inex- 
pensive. 

SEDATIVES 

Midwives have been accustomed for many years to give simple mixtures 
containing, for example, potassium bromide, 15 grains (1 g.), and chloral 

drate, rains g.); or chloral hydrate, grains a a incture 
hydrate, 15 grains (1 | chloral hydrate, 30 ns (2 g.), and tinct 
of opium, 15 minims (1 ml.) to soothe the patient early in labour and to 
encourage sleep. These sedatives do not raise the pain threshold but, 
nevertheless, they are of some value in the early stages of labour. 


HYPNOTICS 

More powerful are the barbiturates. These raise the pain threshold only 
slightly and their principal use is to induce sleep. Nevertheless, they may 
also calm anxiety in the anxious subject even when sleep is not induced. 
There are many barbiturates which may be used but quinalbarbitone 
sodium, pentobarbitone sodium, and amylobarbitone are in common use. 
They are customarily given by mouth in 3-grain (0.2 g.) dosage, but they 
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may be administered intramuscularly and are occasionally given intra- 
venously. 

Whilst these drugs may be repeated once or twice at three-hourly intervals 
in the course of labour, they are perhaps most beneficial when given to 
induce sleep in the primigravida who happens to be in early labour in the 
late evening or early night. It must be remembered that the barbiturates 
are not analgesics, and to rely upon them solely in the face of severe pain 
may result in a state of unmanageable excitement being produced. More- 
over, large doses of barbiturates may lead to interference with the natural 
expulsive forces and necessitate an increased incidence of forceps delivery. 
In addition, the baby may be asphyxiated at birth and remain sluggish for 
some days afterwards. This is undesirable at any time but might be fatal 
in the case of a premature infant. There is, moreover, the possibility of 
producing maternal pulmonary oedema. 


NARCOTICS 

Morphine and its derivatives have an outstanding effect in the relief of pain. 
They raise the pain threshold, alter the psychological reaction of the subject 
to pain in a desirable direction and induce lethargy and sleep (Snyder, 
1949). One of the principal objections to the use of morphine in labour is 
that it has a marked depressant effect on the foetal respiratory mechanism. 
Nevertheless, few obstetricians would care to practise without it and often 
a tiresome labour in a nervous and apprehensive primigravida has been 
completely transformed by the judicious administration of morphine, 
} grain (16 mg.), with or without scopolamine, 1/150 grain (0.45 mg.), during 
the first stage of labour. A relaxed carefree sleep follows, during which the 
cervix dilates readily and the head descends to the pelvic floor. Morphine 
as an analgesic in labour has to a large extent been replaced by pethidine 
but in cases in which it seems that labour is likely to be long and difficult 
it undoubtedly has a place. Moreover, the effect on the foetus can be mini- 
mized by the simultaneous administration to the mother of the narcotic 
antagonists levallorphan (1 to 1.25 mg. to morphine } grain [16 mg.]) or 
nalorphine (5 to 10 mg. to morphine, } grain [16 mg.]). 

Heroin (diamorphine hydrochloride), 1/12th grain (5 mg.), is said (Lund 
and Harris, 1943) to give satisfactory analgesia for three to four hours. The 
removal of anxiety is striking but the patient is more likely to doze than to 
sleep and is less lethargic than after morphine and, although she may 
cooperate better after heroin than after morphine, if she requires sleep and 
rest it is better to give morphine. The incidence of asphyxia in the baby 
is increased but less so than with morphine. 


PETHIDINE 
Pethidine, which is chemically related to atropine, has a sedative, analgesic 
and antispasmodic effect. The customary dose of pethidine (100 mg.) is 
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equivalent to } grain (10 mg.) of morphine. This is perhaps just too small 
a dose to relieve the pains of labour. Labour should be well established 
and the cervix at least three fingers dilated in a primigravida, or two fingers 
in a multigravida before pethidine is given. Given earlier there may be im- 
pairment of uterine action. The initial dose, 100 mg. (some give 150 mg.), 
is given intramuscularly with or without scopolamine 1/150 grain (0.45 mg.). 
The latter normally acts as a central nervous system depressant causing 
drowsiness and amnesia and enhances the effect of the pethidine, but 
occasionally it may cause restlessness and excitement. Even so, it is a useful 
combination. The pethidine alone may be repeated at approximately three- 
hourly intervals in 1o0-mg. dosage. In favourable cases repetition of the 
pethidine is unlikely to be required on more than two occasions. 

Pethidine may be given intravenously, slowly over several minutes (or 
dizziness, nausea and vomiting may occur), when quick action is required 
as, for example, in a multiparous patient who continues to bear down while 
the cervix is incompletely dilated, or in any other case in which a rapid 
response is desirable in the face of strong uterine contractions. 

Pethidine produces mild depression of maternal respirations and reduces 
(Roberts and Please, 1958) the respiratory minute volume of the new-born 
infant, especially in the first few hours of life. Experience shows, however, 
that it is safer in this respect than morphine. The narcotic antagonist, 
levallorphan, probably the best of these antagonists in obstetric practice, 
can be given with pethidine to prevent respiratory depression in the new 
born and it is said not to interfere with the analgesic effect of the pethidine. 
The ratio of dosage is 1 to 1.25 mg. of levallorphan to 100 mg. of pethidine. 
In cases of urgency levallorphan can be given intravenously when imminent 
delivery of a respiratory depressed baby is anticipated, but if possible it 
should be given at least fifteen minutes before delivery. Pethidine and 
levallorphan are obtainable combined together in ampoules under the name 
of ‘pethilorfan’. Each ampoule contains pethidine hydrochloride, 100 mg., 
and levallorphan tartrate, 1.25 mg. 

If the need should arise the narcotic antagonists levallorphan (0.1 to 
0.25 mg.) or nalorphine (0.2 to o.5 mg.) may be given to the new-born baby 
either intramuscularly or into the umbilical vein, but the baby must not 
be overstimulated. It is important to realize that, whilst these narcotic 
antagonists counteract the respiratory and circulatory depressant effect of 
morphine and its related opium alkaloids and of synthetic morphine ana- 
logues of the pethidine and methadone type, they do not antagonize narcosis 
due to the barbiturates or general anesthetic agents. 

Phenothiazine derivatives may be used to supplement the action of 
pethidine. Pethidine, 100 mg., and promethazine, 25 to 50 mg., intra- 
muscularly three-quarters to one hour beforehand, give satisfactory anal- 
gesia for such operations as artificial rupture of membranes for the induction 
of labour and, when supplemented by pudendal block local analgesia, for 
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forceps delivery and even manual removal of placenta in cases of simple 
retention of the placenta without hemorrhage or shock. 


INHALATION ANALGESICS 
Chloroform as an analgesic has such well-known dangers that it can be dis- 
missed as unlikely to be used except in exceptional circumstances. 

Nitrous oxide and air is the method of analgesia relief used by midwives 
now for more than a quarter of a century. The Central Midwives Board 
allows its use by unsupervised midwives who have received instruction in 
its use: 50 per cent. gas and 50 per cent. air is the mixture delivered by 
the approved apparatus. If full benefit is to be received by the patient, it 
is essential that she should have instruction beforehand in the use of the 
apparatus as the percentage of gas is small for the purpose. As the oxygen 
available in the air inhaled is reduced by 50 per cent., patients suffering 
from anemia, pulmonary and hypertensive disorders and heart disease other 
than slight cases, are unsuitable subjects for gas and air analgesia—a point 
to be borne in mind by practitioners issuing certificates of fitness for gas 
and air analgesia by midwives. 

Nitrous oxide and oxygen is a satisfactory inhalant analgesic. The patient 
can receive at least 70 per cent. gas and yet have adequate oxygenation but 
the method is not suitable for use by midwives. It requires fairly costly 
apparatus and a practitioner trained in its use. 

Trichlorethylene (‘trilene’) provides a satisfactory analgesic and may 
supersede gas and air as an analgesic for administration by midwives. 
There are two inhalers: the ‘emotril’ and the ‘tecota’, which deliver 0.35 
to 0.5 per cent. trichlorethylene vapour in air. They are thermostatically 
controlled and the concentration of the vapour is not affected by tempera- 
ture changes in the environment. Trichlorethylene does not affect the 
uterine contractions and, though transmitted across the placenta to the 
foetus, it does not produce fetal asphyxia if correctly administered to the 
mother. Nevertheless, because of possible adverse effect on the fcetus it is 
advisable to restrict its use to short labours or to the end of the first stage 
and throughout the second stage. 


CONDUCTION ANALGESIA 

Some types of conduction analgesia are eminently suited to the general 
practitioner, whilst others come within the province of the specialist anzs- 
thetist. In the latter category are caudal analgesia and epidural lumbar 
analgesia. ‘These require to be carried out by an expert, and upon occasion 
they may retard or even stop the progress of labour, and often increase the 
necessity for forceps delivery. In addition there is the risk of accidental 
subarachnoid injection of the analgesic agent with all the attendant dangers 
of that mishap. 

Pudendal block, however, does not interfere with uterine action and does 
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not affect the foetus adversely, and it can be recommended for general use. 
The object is to block the internal pudendal nerve in the region of the 
ischial spine on each side of the pelvis and, whilst this can be done in a 
variety of ways (Gate and Dutton, 1955; Wilds, 1956), the technique on 
the whole is simple. 

With the patient in the lithotomy position, and with strict aseptic and antiseptic 
precautions, a weal is raised in the skin midway between the anus and the ischial 
tuberosity by the intradermal injection of 0.5 to 1 per cent. lignocaine hydrochloride 
using a number 12 hypodermic needle. A 5-inch (12.5 cm.) malleable lumbar- 
puncture needle, 21 gauge, is now introduced through the skin weal and directed, 
guided by two fingers in the vagina, towards the ischial spine. When the needle 
impinges on the spine it is withdrawn slightly and redirected upwards and slightly 
medially for a distance of about 0.5 to 1 cm. until a distinct ‘give’ is felt as it pierces 
the sacro-spinous ligament. The plunger of the syringe is withdrawn to ensure that 
a blood vessel has not been entered and 5 ml. of the anzsthetic solution are intro- 
duced (no resistance is felt during the injection) and this should block the pudendal 
nerve. As the needle is withdrawn to the subcutaneous tissues another 5 ml. of the 
solution are injected, blocking the inferior hemorrhoidal branch of the nerve. 
When the needle is just subcutaneous it is then directed towards the subpubic arch 
and, as the needle is withdrawn from this position, a further 5 ml. are injected 
blocking branches of the ilio-inguinal and genital branch of the genito-femoral 
nerves. The needle is now directed towards the postero-medial aspect of the ischial 
tuberosity and, having impinged on the bone, it is withdrawn slightly and pushed 
laterally for approximately 1 cm. and a further 5 ml. are injected, blocking the 
perineal branch of the posterior cutaneous nerve of the thigh. Finally, 5 ml. are 
injected medially towards the anal canal. 

The whole is repeated on the other side 

Within a few minutes it will be found that, whilst the patient can experience 
the sensation of touch, she does not feel pain in the region. A total of 50 ml. of 
solution is used. The weaker (0.5 per cent.) solution is the safer. The use of adrena- 
line with the lignocaine is not recommended. Hyaluronidase, 150 international 
units, may be added to the analgesic solution and, because of the resultant disper- 
sion of the solution, the block may be induced more rapidly, and for the beginner 
perhaps more surely, but it does not last as long as when hyaluronidase is omitted. 


Pudendal block analgesia is both safe and efficient and the range of minor 
obstetric operations for which it can be used is considerable, especially when 
used in conjunction with pethidine and promethazine as outlined earlier. 


The attainment of proficiency in its performance is rewarding. 
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THE management of inoperable cancer is usually a psychological exercise. 
If the patient knows what he has, then sedatives and analgesics can be 
given undisguised. If, as is more often the case in this country, the con- 
sultant has adopted what a shrewd sufferer called ‘the usual process of 
telling the truth to the doctor and the fairy tale to the patient’, the prac- 
titioner must choose his story, stick to it, and fit his sedatives and analgesics 
into some therapeutic régime which will, at the necessary time, allow 
regular oral, rectal, or parenteral sedation and analgesia. The diagnosis 
chosen should imply a routine treatment some months longer than the 
expected survival, and this treatment should be outlined very early. Casual 
mention of occasional complications needing additional drugs should be 
made, touching on them lightly yet so that the patient will not feel that 
they are entirely unexpected, but rather that he is one of the unlucky ones. 
It is indeed true that ‘the right word at the right time is better than one- 
sixth of morphia’. On the other hand, the wrong word must be very care- 
fully avoided and, for this purpose, it is most desirable that the patient 
should be in the care of one physician only, so that there are no contra- 
dictions to worry him. 


GENERAL MANAGEMENT 
This strategy having been selected—rightly or wrongly—and the patient 
started on the treatment of his or her ulcer, lung abscess, colitis, or other 
(as he thinks) benign but long-lasting complaint, it is then the duty of the 
doctor to delay, as long as possible, the use of sedatives and analgesics. 
There is appreciable risk of adding the mental and psychical changes of drug 
addiction to the physical ravages of cancer. 

Any extraneous disorder, such as pre-existing peptic ulcer or chronic 
rheumatism, should be dealt with. The patient’s emotional state should be 
helped by straightening out his financial state so far as may be, putting his 
mind somehow at ease about his job, and keeping his company, surround- 
ings and occupation such as will direct his attention away from his disease. 
In all this, he should be made to feel that he is making his own decisions 
and planning his own future. If he is able to continue at full- or half-work, 
he obviously should; and this should be remembered when the original 
explanation is made to him. 

There will come a time, however, when symptoms of real severity begin. 
The main causes of distress for the cancer patient are emotional disturbance 
and pain. It is important to assess the patient’s resistance to these, and the 
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practitioner will probably know it well. If there is doubt, an opinion may 
be formed, on the emotional side, by a history of mood swings more 
marked than normal, of actual psychical disorder, of frequent changes of 
occupation, marital instability, and difficulties in adjustment generally— 
or their absence. Sensitiveness to pain can roughly be estimated by the 
patient’s reaction to the cuff of the sphygmomanometer (a pressure of 
250 mm. of mercury is easily tolerated by some, whilst others complain 
at half that level), or to digital pressure over his styloid process (the Libman 
test) compared with the physician’s own response to similar pressure. The 
site of the pain should be considered carefully, for it cannot always be 
explained by neoplastic invasion of the nervous system, and reassurance or 
treatment by a placebo or both may relieve the complaint and confirm the 
possibility of a ‘functional’ pain. The importance of deciding that strong 
sedatives or analgesics are necessary must be stressed, for once they are 
given one has passed the point of no return. To give them before they are 
needed is to leave the patient with no guard against depression and pain 
when the real need arises. 


THE MILDER ANALGESICS 
At the stage of real need, treatment will depend upon the type of cancer 
present. That involving the digestive tract gives greatest difficulty, for oral 
therapy is often difficult or impossible. Assuming that medicine can be 
taken by mouth, the present tendency is to give the mildest possible sedative 
and analgesic: aspirin and codeine for pain, and bromide and chloral for 


restlessness. Dichloralphenazone (‘welldorm’), in tablets containing 10 
grains (0.6 g.) of chloral hydrate combined with phenazone, is a satisfactory 
alternative, two tablets at night being the usual dose. As a sedative thali- 
domide (‘distaval’), in tablets of 25 mg. or 100 mg., may be substituted. 
If this is not satisfactory, paraldehyde orally or intramuscularly is often 
used and should be given from fresh ampoules, as it hydrolyses very readily 
in open bottles. If the taste or injection of paraldehyde makes it unsatis- 
factory, methylpentynol or its carbamate (‘oblivon’ and ‘oblivon C’) are 
available in doses of 200 mg. to 500 mg. The former is in liquid form and 
may be acceptable to patients tired of tablets. When pain and restlessness 
are combined, ‘veramon’ can be given, as the risk of agranulocytosis 
attendant on its amidopyrine is not, in the circumstances, appreciable. 
The same consideration applies to ‘novalgin’ for pain, and the dose of each 
is one or two tablets; ‘sonalgin’, two to three tablets, containing butobarbi- 
tone, phenacetin and codeine phosphate, is a recent alternative. When 
moderate pain persists in the poorly nourished, excessive tablet intake can 
be avoided by such preparations as ‘ce-k-sal’, containing soluble aspirin 
with ascorbic acid and acetomenaphthone. If there is no vitamin deficiency, 
‘daprisal’, combining aspirin, phenacetin, amylobarbitone and dexamphet- 
amine, one tablet every three hours, is worth a trial. Alcohol may be added 
for its sedative effect, and with a view to later additions, 
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MORE POTENT ANALGESICS 

After these milder analgesics, we pass to the stronger group, the majority 
of which are possible drugs of addiction. Before doing so, the tranquillizers 
should be tried, for with their aid the value of the mild analgesics is some- 
times greater than has been realized. Such drugs as chlorpromazine have 
no analgesic action, but potentiate narcotics, and reduce the patient’s 
emotional response. Chlorpromazine (‘largactil’) can be given orally or by 
injection or as a suppository, in doses from 25 mg. three times a day up 
to two or three times that amount. Pecazine (‘pacatal’) in tablets of 25 and 
100 mg., and promazine (‘sparine’) in tablets of 25, 50 or 100 mg. and as 
a syrup, are other members of the phenothiazine group of tranquillizers 
which so far have been found to have considerable value in potentiating 
mild analgesics. Hydroxyzine (‘atarax’) in tablets of 10 or 25 mg., two to 
four times daily, has a similar clinical effect. Of this group, chlorpromazine 
is probably most likely to produce a complication in the form of jaundice; 
but again, in the circumstances, this is not an absolute contraindication. 
Thiopropazate (‘dartalan’), in tablets of 5 or 10 mg. three times a day, has 
not, as yet, been reported to produce jaundice, and is less sedative than 
chlorpromazine: it may be helpful for patients who object to feeling unduly 
drowsy when their pain is relieved. In choosing one of these drugs the 
route of administration has to be considered, for the type of cancer will 
decide whether it should be oral, rectal or intramuscular. 

When a patient with inoperable cancer has been ill for some time, the 
amount of treatment received is likely to be a cause of complaint. Emotional 
disturbance by day and night can be helped by a combination of sedative 
and tranquillizer, and ‘amargyl’ (chlorpromazine, 25 mg., amylobarbitone, 
50 mg.), ‘protamyl’ (promethazine, 12.5 mg., amylobarbitone, 50 mg.), and 
‘sonergan’ (promethazine, 15 mg., butobarbitone, 75 mg.) are useful in 
this way and also because of the anti-emetic action of chlorpromazine and 
promethazine. 

THE FINAL STAGES 

When pain is no longer controlled by the measures described, other drugs 
must be added. Paracetamol (‘panadol’), 0.5 g., is given orally as a tablet. 
‘Nepenthe’, 20 minims (1.3 ml.), with 20 grains (1.3 g.) of chloral hydrate, 
the dosages varied as needed, is given in liquid form. Phenadoxone (‘hep- 
talgin’), § to } grain (10 to 30 mg.), is given by subcutaneous. or intra- 
muscular injection and should never be injected intravenously. It is a more 
powerful analgesic than ‘nepenthe’ orally. Dihydrocodeine bitartrate, given 
in tablets of 30 mg. and available in ampoules (though the tablets are 
recommended for chronic pain), has analgesic properties considerably 
greater than codeine. Dipipanone was developed when a ban on heroin was 
threatened: 25 mg. of dipipanone have been found to give a more satis- 
factory analgesic result than 20 mg. of ‘omnopon’. A useful preparation of 
dipipanone is ‘pipadone compound’, which contains 25 mg. of dipipanone 
hydrochloride and 50 mg. of cyclizine. 
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Levorphanol tartrate (‘dromoran’) and methadone hydrochloride (‘phy- 
septone’) are analgesics which, like pethidine, are sometimes helpful. 
‘Pethilorphan’ (pethidine hydrochloride, 100 mg., with levallorphan tar- 
trate, 1.25 mg., to counteract the depressant effect of the pethidine) enables 
larger doses to be used. Pethidine, promethazine and chlorpromazine, 
12.5 mg. of each, may be injected as a ‘lytic cocktail’ in cases in which very 
prolonged analgesia is needed. When morphine is necessary, the addition 
of nalorphine hydrobromide (‘lethidrone’) gives analgesia without respira- 
tory depression, the usual dose being 0.5 to 1.5 mg. Alternatively, ami- 
phenazole (‘daptazole’) may be added. By this method, } to 2} grains 
(50 to 150 mg.) of morphine may be given safely if 20 to 30 mg. of ami- 
phenazole are added to the solution. Last of all comes heroin. 

The use of tranquillizers and respiratory stimulants in conjunction with 
analgesics has considerably altered the treatment of patients with inoperable 
cancer. These methods, however, do necessitate repeated injections, which 
some patients suspect, and in these cases oral treatment becomes necessary 

for a time at least. The ‘Brompton cocktail’ is useful on these occasions. 
Previously accustomed to alcohol, a patient may unsuspectingly be given 
morphine and cocaine in a gin and lime or similar aperitif. 


rHE USE OF STEROIDS 
A final line of treatment which may be considered is the use of steroid 
hormones. These, combined with alkylating agents such as triethylene 
melamine, sometimes help when pain arises from diffuse spread of pan- 
creatic, gastric, renal or colonic growths: 40 units of corticotrophin gel are 
injected intramuscularly twice daily before and during a three-day course 
of the agent. The total amount of the latter is computed on a basis of 
0.15 mg. per kg. of body weight and given orally in divided doses. The 
wasting and depression of advanced carcinoma may also be relieved, non- 
specifically, by steroid therapy in some patients. 


CONCLUSION 

For the purposes of this article, myelomas have been excluded. At one 
time, the latter were treated by low-protein diet and intravenous stilbami- 
dine on a deceptive analogy with kala-azar. There were reports, however, 
that pain was relieved. Saline injection of the cerebral cortex has not been 
mentioned, or even hormone treatment of prostatic carcinoma, although in 
this latter the hormone tablets can be regarded by the patient as analgesics 
rather better than aspirin. So far as possible, discussion has been confined 
to the true sedatives and analgesics. In inoperable carcinoma, however, the 
patient will not be satisfied with tablets merely to relieve the pain, but will 
demand some treatment of the disorder which he or she, in the present 
state of public and professional psychology, has usually been assured by 
the doctors is the cause of his discomfort and disability. ‘The great majority 
of the drugs mentioned in this article, of course, are best given under some 
pretence or other as treatment of that disorder. 
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THE importance of analgesia in the rheumatic diseases rests on the absence 
of a real cure for these conditions, their chronicity, their widespread nature 
and the pain they occasion. Moreover, relief of pain, especially in rheuma- 
toid arthritis, may be of real curative value in that sleep and relaxation tend 
to improve appetite and morale, and who has not seen reduction in activity 
of the disease go pari passu with the improvement in general health engen- 
dered by these factors? 


ASPIRIN 

‘TWENTY-FIVE years ago we taught that aspirin was probably the most im- 
portant drug in the treatment of rheumatoid arthritis and few of us have 
been so carried away with the phases of popularity of cortisone or phenyl- 
butazone, that we have not at least continued to use some form of aspirin 
in conjunction with these agents. But we have all recognized that some 
patients are allergic to aspirin and in many cases it causes gastric disturb- 
ances and depression. Recent reports of small ‘occult’ hemorrhages, and 
the flooding of the market with aspirin combinations and substitutes, make 
this a most useful time to try and assess the values and dangers of anal- 
gesics in ‘rheumatic’ therapy. 

A pure analgesic should only relieve pain; an antiphlogistic should 
reduce heat and swelling of joints and tissues and will, of course, also 
reduce pain. Superimposed on the pain due to inflammation and swelling, 
there is often also ‘orthopedic’ pain due to irreversible structural changes. 
There is therefore a good case for the use of analgesics together with any 
antiphlogistic agent which is not also an analgesic, both to produce more 
relief and also to keep the dosage of the anti-inflammatory drug as low as 
possible. Many combined preparations are now appearing on the market— 
steroids +aspirin (‘cordex’, ‘predasin’) and phenylbutazone + steroids (‘delta 
butazolidin’)—but it is really best to use these agents separately, balancing 
the combinations to suit the individual patient. 

If well tolerated, some form of aspirin is the best analgesic, but about 
25 per cent. of patients will not tolerate it: at all events, in sufficient dosage 
to relieve pain. Intolerance may be in the form of true hypersensitivity, 
salicylism or gastric irritation. Hypersensitivity may consist of broncho- 
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spasm, oedema, or a rash, but it is rare, having been seen only twice in 
our last 500 treated cases. Sometimes desensitization may be produced by 
using large doses of steroid, but the latter must be continued for some six 
to twelve weeks and then gradually be reduced and withdrawn, while the 
aspirin is continued. Salicylism, with tinnitus, depression and its other 
manifestions, may be troublesome, but usually tends to decrease with 
prolonged administration. 

It is gastric irritation, however, that is the main reason for aspirin dis- 
continuation. Soluble aspirin (acetylsalicylic acid soluble tablets B.P.; 
‘disprin’ ; ‘solprin’), an aspirin glycine mixture (‘paynocil’) or their combined 
use with antacid mixtures (‘bufferin’) may sometimes be substituted in 
such cases without these ill-effects: 37 out of 45 patients who did not 
tolerate aspirin were comfortable with one of these preparations. Aspirin, 
however, is not without some real risks and we have recently seen two cases 
of hzmatemesis in patients without previous history of peptic ulceration. 

Recently there have been many reports of slight intestinal symptomless 
bleeding in patients taking any form of aspirin—we found this in 15 per 
cent.—but quantitative measurement of blood loss, using tagged red cells, 
showed that this loss was probably only significant during prolonged ad- 
ministration in menstruating women who were already not far from hemo- 
poietic imbalance (Porter et al., 1959). 

Aspirin can be used with advantage in many combinations in certain 
cases or at particular times of the day. With codeine (e.g. codeine com- 
pound tablets B.P.C.) it suits some very well; with caffeine (e.g. acetyl- 


salicylic acid compound tablets B.P.C.) it is a little less depressing, and 
with amphetamine (‘daprisal’) it is useful in the morning for the sluggish 
and depressed; with barbiturates it may also be useful at night. 


PARACETAMOL AND PETHIDINE 
Recently, paracetamol (‘panadol’) has become popular. It is slightly 
less analgesic than aspirin but those with indiosyncrasy to aspirin can 
often take it and it appears to have less gastric irritant effect. 

Whether stronger and habit-forming analgesics such as pethidine should 
be considered in the treatment of rheumatic conditions is perhaps debat- 
able, but in the acute pain of sciatica and various forms of shoulder arm 
pain they probably have their place if their administration is properly con- 
trolled, but preferably the patient should not know what he is being given. 
Incidentally, pethidine tends to lower the blood pressure and should not 
be used in shock, and some patients have an idiosyncrasy to this drug. 


THE PHENYLBUTAZONE COMPOUNDS 
To turn to the phenylbutazone compounds which have both analgesic and 
antiphlogistic effect, when aspirin has failed phenylbutazone (‘butazolidin’) 
may be tried. It may well be looked upon as a quixotic alternative to aspirin: 
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it may work miraculously, either for a prolonged period or temporarily 
only; it may have no effect, or it may be highly toxic. Apart from salt 
retention, gastric irritation and reduction of bleeding time, allergic rashes 
or agranulocytosis may result. Recovery is the rule if diagnosed early, and 
treatment with antibiotics and, if necessary, transfusion and corticotrophin 
is carried out, but no reliance can be placed on white cell counts, unless 
by marrow puncture, in the early days. The rule for administration of 
phenylbutazone therefore is to give it a trial if there is no history of allergy 
or peptic ulceration, when pain is uncontrolled by less toxic analgesics, 
provided the patient is under proper observation or is intelligent enough 
to report ill-effects at once. If the improvement is not very marked within 
a week its use is discontinued. It may be noted that phenylbutazone is 
perhaps least useful in rheumatoid arthritis. In ankylosing spondylitis it 
will often produce relief in a much smaller dosage, 100 to 200 mg. a day, 
than that usually necessary in rheumatoid arthritis, 200 to 600 mg. a day. 
In osteoarthritis there is no alternative steroid treatment for the severe case. 
In acute gout three days only, on 600 to 1000 mg., is most effective. 

Lately, hydroxyphenylbutazone G.27.202 has become available. It is 
slightly less potent in a ratio of 3:2, but definitely less toxic, especially in 
its tendency to produce gastric irritation, in a ratio of 1:5 (Hart, 1959). 
It is also more long acting and will probably be found to be a useful com- 
petitor to phenylbutazone. 


STEROID THERAPY 
This is not an appropriate place to discuss indications for steroid therapy, 
but when steroid therapy is indicated, the delta compounds—prednisone 
and prednisolone—are probably better than cortisone, if given in one-fifth 
the dosage. At this level the therapeutic value is about the same, there is 
no water retention and in reasonable dosage they can be given in severe 
cardiac failure; the hypertensive effect is less and the patient usually ‘feels’ 
better. The gastric irritation effect is almost identical and the bad name 
these compounds have from this point of view is because they are often 
used in too large a dosage. It seems a pity that the general market has been 
flooded with new only partly tried steroids: e.g. methylprednisolone 
(‘medrol’ or ‘medrone’) and the g-fluoro compounds (triamcinolone [‘kena- 
cort’, ‘adcortyl’, ‘ledercort’]; dexamethasone [‘decadron’]). Methylpred- 
nisolone and triamcinoline are both more potent and toxic in the ratio 5:4 
compared with prednisolone, whilst dexamethasone (‘decadron’) is some six 
times as potent and toxic. For the ordinary patient these compounds hold 
no real advantage over the well-tested delta steroids and they carry still 
partly unknown dangers. Triamcinolone produces at times muscle weakness, 
headaches and flushing, but there is less tendency to put on weight and it 
may have less effect on the psyche, whilst dexamethasone may have less 
effect on the carbohydrate disturbances of diabetes mellitus but is a very 
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strong adrenal suppressor. For the present their use should be restricted 
to special difficult cases and to clinical research. The intermittent use of 
any steroid, as sometimes advised for phenylbutazone, or their alternation 
with periods of aspirin, is wholly to be condemned. Reduction in dosage 
or replacement by aspirin should only be very gradual—not more than 
2.5 mg. of prednisolone or its equivalent being dropped in a week. 


LOCAL MEASURES 
It would not be right to complete an article on analgesia without mentioning 
local measures. Rest, splintage, heat and counter-irritation all play their 
part in reducing pain and cutting down parenteral administration of anal- 
gesics. Likewise, local injections may be of great value. These fall into two 
categories, intra-articular and those into the soft tissues. 

Hydrocortisone in a dosage of 25 to 50 mg. is still mainly used for injec- 
tion into the joints, although prednisolone trimethyl acetate is said by some 
to be longer lasting in its effect. It is well worth a trial in rheumatoid 
arthritis, during attempts to reduce deformity, in oligarticular cases and 
when a few joints are particularly troublesome. If marked improvement 
does not last for more than a week, further injections are unlikely to be 
worth while. In osteoarthritis its use is more debatable, but, when degenera- 
tive disease is accompanied by an acute inflammatory reaction, it may well 
be of value, provided the patient is not allowed to over-use the affected 
joint as the result of the reduction of symptoms. 

Apart from injections into the joints, considerable and sometimes lasting 
benefit may at times be obtained by picking off a trigger point in the soft 
tissues, capsule of a joint or a ligament, using a ‘cocktail’ of local anesthetic, 
such as procaine, and hydrocortisone, infiltrating the tender painful area, 
and following this with deep friction and mobilization. 


SUMMARY 
Analgesia, especially that due to the coal tar series and in particular aspirin, 
used in conjunction with local and general treatment, plays one of the most 
important roles in the treatment of the rheumatic diseases. Its use combined 
with steroids is often advisable in rheumatoid arthritis, but from t!is point 
of view each case should be considered on its own particular merits. 
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SEDATIVES IN PNEUMONIA 
AND BRONCHITIS 


By ROBERT COOPE, M.D., F.R.C.P. 
Honorary Consultant Physician, Royal Infirmary, Liverpool 


PERHAPS the most rewarding approach to this subject is for the practitioner 
to ask himself how best to make his patient comfortable. This clearly 
involves something other than the choice of a suitable sedative drug. The 
use of antibiotics and chemotherapy has not made this any the less im- 
portant, although it has helped to make it much easier to accomplish. 
The two outstanding symptoms which distress the patient are pleuritic pain 
and difficulty in breathing. 
PAIN 

In most patients with pneumonia, the response to modern specific treatment 
is so speedy that pleuritic pain lasts only a short time. Often quite simple 
measures are enough to blunt the pain and allow the patient to have his 
sleep: a hot water bottle to the affected side, 5 or 10 grains (0.3 or 0.6 g.) 
of Dover’s powder or codeine compound tablet B.P. repeated if need be, 
or a kaolin poultice properly applied with a many-tailed bandage. Severe 
pain which causes serious distress may call for pethidine (50 to 100 mg. 
by mouth or injection), or morphine (} grain [10 mg.] subcutaneously, 
repeated in two hours’ time if necessary). These drugs are safe only in the 
early stages of the illness, and provided that there is nothing more than 
minimal cyanosis, and that the bronchial tubes are not clogged with secre- 
tions. On the other hand, they are lethal to the chronic bronchitic with 
impaired respiratory function when he gets an exacerbation which pre- 
cipitates respiratory failure. Wheezes and coarse cracklings in the chest are 
danger signals to the doctor contemplating the use of morphia. Severe pain 
in lobar pneumonia can itself lead to poor respiratory excursion and even 
mild cyanosis, and to the accumulation of secretions. Relief of pain eases 
respiration and allows the patient to cough less painfully and so more 
effectively. In pre-chemotherapeutic days it was often a most anxious piece 
of judgment to decide whether or not to give opiates, especially after the 
first day or two of the illness; nowadays, antibiotics nearly always make the 
traditional sedatives unnecessary. 

The control of an unproductive cough by means of a codeine linctus will 
also help to lessen pain. Strapping the chest for pleural pain is uncomfortable 
in itself, and more bother to both doctor and patient than it is worth. 

DIFFICULT BREATHING 
When secretions accumulate in the bronchi, and especially when there is 
added bronchial spasm, breathing becomes terribly hard work, so hard that 
it may exhaust the patient—may even ‘tire him to death’. This is more 
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likely to occur in diffuse bronchitis, with or without complicating patches of 
pneumonia, and in inhalation pneumonia, than in pure lobar pneumonia. 
In addition to the sheer hard labour of the struggle, aeration of the lungs 
is interfered with and oxygenation seriously diminished. One has only to 
look at a patient using all his respiratory muscles as he tries to get air in and 
out, to see how gravely he is menaced. 

Right from the early stages of the illness, every effort should be made 
to keep the bronchial tubes as clear as possible. Hot alkaline drinks seem to 
help in the ‘loosening of the sputum’. If there is bronchial spasm, a mixture 
containing ephedrine (} grain [16 mg.]) and tincture of lobelia (5 minims 
[o.3 ml.]) three times a day, may also help, as does rubbing the chest with 
camphorated oil, or putting on a kaolin poultice. For really severe and 
persistent spasm, it may be necessary to give a slow intravenous injection of 
0.5 g. of aminophylline, at intervals of four to six hours. Periodic assisted 
coughing, with the nurse or doctor tipping the chest while the patient 
tries to get up the secretions, is well worth trying if the patient is too sore 
or too weak to cough effectively on his own. 

The steam tent still has its uses for the patient whose chest is tight, who 
cannot get up his sticky secretions and who is not responding to simpler / 
measures. The tent should cover the whole of the bed, with the canopy at 
least a couple of feet above the patient’s sitting-up position. The idea is to 
humidify the atmosphere, but not to make the patient uncomfortably hot 
with the steam. The length of sojourn in the tent will depend upon the 
patient’s comfort and his response; the nurse and doctor will have to judge 
whether or not it is helping the patient. 

The accumulation of secretions in the bronchial tree, together with spasm, 
is particularly ominous in diffuse purulent bronchitis. If the simpler methods 
are failing, one of the steroids may be useful in suppressing the inflamma- 
tory reaction (and so the obstructing inflammatory products) while time is 
given for the antibiotics to produce their full power. Prednisolone is given 
in a six-hourly dosage of 15 mg. on the first day, 10 mg. on the second 
day, and 5 mg. thereafter for a day or two, until the serious bronchial 
obstruction is relieved. It has the comfort of being an oral and not an 
injected drug. 

Occasionally the mechanical obstruction is so grave that the patient’s 
attempts to overcome it are clearly doomed to failure; rarely, too, the 
patient’s toxemia is so intense that his muscles cannot cope with even a 
moderate mechanical obstruction. In these desperate circumstances, 
tracheostomy may be life-saving. It allows for the removal of. secretions 
from the trachea and main bronchi by suction, and the introduction of 
oxygen through a filiform catheter. Chest surgeons are well experienced in 
the indications for, and management of, a ‘planned tracheostomy’; the 
general practitioner or physician confronted with this problem would be 
wise to consult his surgical colleague. The nursing of these patients calls 
for technical skill, constant and meticulous care, and provision for the 
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likely to occur in diffuse bronchitis, with or without complicating patches of 
pneumonia, and in inhalation pneumonia, than in pure lobar pneumonia. 
In addition to the sheer hard labour of the struggle, aeration of the lungs 
is interfered with and oxygenation seriously diminished. One has only to 
look at a patient using all his respiratory muscles as he tries to get air in and 
out, to see how gravely he is menaced. 

Right from the early stages of the illness, every effort should be made 
to keep the bronchial tubes as clear as possible. Hot alkaline drinks seem to 
help in the ‘loosening of the sputum’. If there is bronchial spasm, a mixture 
containing ephedrine (} grain [16 mg.]) and tincture of lobelia (5 minims 
[o.3 ml.]) three times a day, may also help, as does rubbing the chest with 
camphorated oil, or putting on a kaolin poultice. For really severe and 
persistent spasm, it may be necessary to give a slow intravenous injection of 
0.5 g. of aminophylline, at intervals of four to six hours. Periodic assisted 
coughing, with the nurse or doctor tipping the chest while the patient 
tries to get up the secretions, is well worth trying if the patient is too sore 
or too weak to cough effectively on his own. 

The steam tent still has its uses for the patient whose chest is tight, who 
cannot get up his sticky secretions and who is not responding to simpler 
measures. The tent should cover the whole of the bed, with the canopy at 
least a couple of feet above the patient’s sitting-up position. The idea is to 
humidify the atmosphere, but not to make the patient uncomfortably hot 
with the steam. The length of sojourn in the tent will depend upon the 
patient’s comfort and his response; the nurse and doctor will have to judge 
whether or not it is helping the patient. 

The accumulation of secretions in the bronchial tree, together with spasm, 
is particularly ominous in diffuse purulent bronchitis. If the simpler methods 
are failing, one of the steroids may be useful in suppressing the inflamma- 
tory reaction (and so the obstructing inflammatory products) while time is 
given for the antibiotics to produce their full power. Prednisolone is given 
in a six-hourly dosage of 15 mg. on the first day, 10 mg. on the second 
day, and 5 mg. thereafter for a day or two, until the serious bronchial 
obstruction is relieved. It has the comfort of being an oral and not an 
injected drug. 

Occasionally the mechanical obstruction is so grave that the patient’s 
attempts to overcome it are clearly doomed to failure; rarely, too, the 
patient’s toxemia is so intense that his muscles cannot cope with even a 
moderate mechanical obstruction. In these desperate circumstances, 
tracheostomy may be life-saving. It allows for the removal of. secretions 
from the trachea and main bronchi by suction, and the introduction of 
oxygen through a filiform catheter. Chest surgeons are well experienced in 
the indications for, and management of, a ‘planned tracheostomy’; the 
general practitioner or physician confronted with this problem would be 
wise to consult his surgical colleague. The nursing of these patients calls 
for technical skill, constant and meticulous care, and provision for the 
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possible control, in emergency, of the patient’s respiration. Clearly the 
patient should be in hospital. 
OTHER CAUSES OF INSOMNIA 

As yet, I have hardly mentioned sedative drugs apart from opiates, for they 
do not touch these major distresses and discomforts. There are other 
reasons, however, why sleep and rest elude a patient. He may be weak and 
toxic, sweating and in need of a sponging down, thirsty and in need of a 
drink, with a full bladder and in need of a urine bottle. He may be used to 
a whisky nightcap, and that may be as good a sedative as any. For patients 
who are restless and feverish, chloral hydrate (30 grains [2 g.]) is a good 
hypnotic in the early stages of the illness. Later, the safest hypnotic is 
paraldehyde, for it has only a slight depressant effect on the respiratory 
centre. The dose is 5 ml. intramuscularly. Unfortunately it has a disagreeable 
smell which persists in the breath. 

It is interesting to note that in some chronic bronchitics the first sign of 
an added respiratory infection may be either undue drowsiness and stupor, 
or a sudden mental disturbance in the form of intense restlessness, delirium 
or acute psychosis. ‘The essential ‘sedative’ is then the immediate treatment 
of the infection by full doses of antibiotics. 

THE OXYGEN TENT 
The patient with cyanosis and anoxzmia is liable to be restless and may be 
confused or delirious. Here oxygen administration by face-mask or tent is 
usually the key to quietening him. The risk of carbon dioxide narcosis is 
unlikely unless the patient already has impairment of respiratory function 
(by reason of chronic bronchitis and emphysema, fibrosis of the lungs, or 
serious deformity of the chest wall). It is here that an acute exacerbation of 
bronchitis may precipitate respiratory failure. ‘To such patients oxygen must 
be given with circumspection, not continuously in high concentrations but 
with low rates of flow (1 to 2 litres per minute) continuously, or high rates 
(6 to 8 litres) intermittently. In the latter plan, the patient should breathe 
oxygen for twenty minutes, and then room air for twenty minutes, alter- 
nating in this way for as long as the oxygen is given. Neither opiates nor 
barbiturates should be given, for they may fatally depress the already 
depressed respiratory centre. 
THE DOCTOR AS COMFORTER 

Finally, there are some patients who cannot accept their illness, may even 
resent it. Perhaps it seems to them to knock the bottom out of their lives, 
to frustrate their ambitions for themselves or their children, or it may put 
them in financial difficulties. ‘All my sleep has fled, because of the bitterness 
of my soul’. A good doctor can usually put the patient in the way of making 
his peace with his troubles. The man’s primary need is spiritual help rather 
than a pill from the pharmacopezia. If he needs a sedative or even one of the 
tranquillizers, it will be not because he has pneumonia, but because he is the 
man he is, in need of crutches to get him along. 





SEDATIVES IN HEART FAILURE 


By C. J. GAVEY, M.D., F.R.C.P. 


Physician, and Physician in Charge of Cardiac Department, 
Westminster Hospital 


“The patient, seized and throttled before he could cry out, sprang up livid to 
wrestle with death. The desperate conflict made the fell enemy almost visible to us. 
Now this way, now that, springing up in bed to fight from the edge of it, to sink 
back in utter exhaustion, but only to rise again panting, with sweat streaming from 
him, desperately to renew the battle, the scene was almost as distressing to the 
bystander as to the victim’ (Sir Clifford Allbutt: #Diseases of the Arteries and 
Angina Pectoris’, London, 1915.) 

ALTHOUGH we can seldom forecast the date of the first attack of cardiac 
asthma so dramatically described by Allbutt and give sufficient treatment 
in time, at least we can usually prevent or mitigate the next attack. 


CARDIAC ASTHMA 

During the seizure morphine, } grain (16 mg.) subcutaneously, or intra- 
venously when necessary, is the ideal cardiac sedative and a nightly dose 
of } grain (16 mg.) subcutaneously promises freedom on subsequent nights 
until basic treatment is settled. Fortunately, it is exceptional for cardiac 
asthma to persist if the underlying heart failure is treated with digitalis and 
diuretics but when one sees insistent recurrences of this dread complaint 
morphine may still be required and should not be spared. Old people with 
ischemic heart disease are particularly prone to recurrent cardiac asthma 
and it is well to leave a morphine mixture at the bedside to be taken at 
once if any hint allows its prophylactic use, or for treatment of an unheralded 
attack. Suitable preparations are solution of morphine hydrochloride B.P., 
20 minims (1.3 ml.), in chloroform water to $ ounce (14 ml.), coloured red 
with cochineal; or papaveretum tablet B.P.C., 4 grain (10 mg.). As the ten- 
dency to cardiac asthma subsides, phenobarbitone, } grain (30 mg.), may 
take the place of morphine. Pethidine, 50 to 100 mg. intramuscularly, may 
be substituted for morphine but it is not as effective. 


CONGESTIVE HEART FAILURE 

For the patient whose congestive heart failure has just appeared or relapsed, 
the first few nights usually call for morphine, } grain (16 mg.) subcutane- 
ously, not only to produce physical sedation but, equally important, to allay 
instinctive apprehension which otherwise aggravates powerfully the existing 
failure. Fear of inducing vomiting from morphine is too prevalent. Vomiting 
is least common when the need for morphine is greatest and, if it does 
occur, a change of opiate is usually sufficient: e.g. papaveretum tablet 
B.P.C., § grain (20 mg.), or ‘dilaudid’, ¥ grain (2 mg.) subcutaneously. 
Should Cheyne-Stokes breathing be induced by morphine, intravenous 
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aminophylline, 0.5 g., or oxygen will relieve it. After two or three nights, 
phenobarbitone, 1 grain (60 mg.), becomes a sufficient sedative; then amylo- 
barbitone, butobarbitone or pentobarbitone sodium may be substituted or 
added in the same dose for each, 1} to 3 grains (100 to 200 mg.). ‘Night is 
the mother of thoughts’ says an old proverb and it is reasonable to persist 
indefinitely with hypnotics for those who need them. 


RESTLESSNESS AND MENTAL CONFUSION 

Even digitalis action may be partly neutralized by emotion which increases 
the work of the heart; hence the value of sedatives. Reassurance by the 
physician has a good sedative effect, especially when it can be on a long- 
term basis. Patients with mitral stenosis and failure, while awaiting mitral 
valvotomy, have often shown remarkable improvement when told of the 
likelihood of substantial improvement after operation. Restlessness and 
excitability call for phenobarbitone whereas fear calls for amylobarbitone, 
$ to 14 grains (50 to 100 mg.) thrice daily. When mental confusion com- 
plicates heart failure and the patient is restless because of it, paraldehyde 
is the drug of choice, 5 to 10 ml. intramuscularly, or paraldehyde draught 
B.P.C. 3 ounces (go ml.). The unpleasant breath thus induced is irrelevant 
in this situation. Changing fashion has ousted draught of chloral and 
potassium bromide B.P.C., but it is still worth a trial in these cases. Chlor- 
promazine has found a place as a sedative in heart failure when vomiting 
is insistent despite all the usual efforts to improve heart failure, but it is 
for temporary use only since it is readily toxic in the presence of liver con- 
gestion and has a mild atropine-like effect in neutralizing digitalis action. 
Chlorpromazine has an occasional use in the hyperexcitable cardiac (50 mg. 
deep intramuscularly). 

Whisky or brandy should not be forgotten as a valuable sedative in 
patients who are not averse to its use. The oxygen tent usually has a sedative 
effect in severe heart failure but tentative suggestions of its use may reveal 
claustrophobic tendencies which may negate its value and caution is re- 
quired in patients with cor pulmonale. The oxygen tent may stop an 
irritating congestive cough that has not been relieved by morphine. Codeine 
linctus B.P.C. or methadone linctus B.N.F. may be sufficient in less 
severe cases. 

TRANQUILLIZERS 

Some new sedatives, or tranquillizers as they are popularly known, discussed 
elsewhere in this issue, may have advantages over the older ones even in 
the presence of heart failure but the present evidence does not yet warrant 
employment of these drugs in the complex state which is heart failure. 
I mention only four such drugs. Promazine hydrochloride is used in the 
same conditions and dosage as chlorpromazine; meprobamate, 400 mg. 
thrice daily, produces a dreamless sleep after muscular relaxation; thalido- 
mide, 50 mg. thrice daily, is sedative, and 100 to 200 mg. is hypnotic; and 
trifluoperazine, 2 mg. thrice daily, is used for obsessional fear. 





SLEEP WITHOUT DRUGS 


By HUGH BARBER, M.D., F.R.C.P. 
Physician Emeritus, Derbyshire Royal Infirmary 


‘O Magic sleep! O comfortable bird 

That broodest o’er the troubled sea of the mind 

Till all is hushed and smooth’.—Keats. 
ALL plants and animals show some periodicity of rest and activity. Sleep 
is as necessary to life as food. A short definition of sleep is not possible, 
but it is a reversible condition. The physiology is obscure. It is induced by 
anything which depresses the activity of the higher centres of the brain. 


NATURAL SLEEP 

The depth of natural sleep in a normal subject rises to a maximum after 
one hour, and three hours or so later becomes lighter. But there is individual 
variation in these times. During sleep there is a fall in blood pressure, 
decrease in the heart rate and relaxation of skeletal muscle. The pupils are 
contracted. Sleep is promoted by habit, by decreasing the afferent impulses 
of the special senses, by muscular relaxation and by a restful mind. 

Many people find it is easiest to sleep in their usual surroundings, and 
some find it difficult to sleep elsewhere. A change in the mode of life, a 
holiday, a climatic change, or a high altitude may be unfavourable. Sleep is 
favoured by removal of all external stimuli. For this a warm comfortable 
bed is needed; a dark, quiet room with the correct amount of bedclothes. 
The feet should be warm, and sometimes warmth to the abdomen helps. 
Although warmth is essential, too many blankets disturb the rest and 
occasionally an individual will walk round the room to cool. A continuous 
noise is less disturbing than one that is interrupted. Fresh air in the day 
encourages a good night’s rest. Sleep is most restful when the room is well 
ventilated. Those used to this may find a railway sleeping-car or a cabin 
uncomfortable. There are some, however, who sleep regularly in un- 
ventilated rooms. Muscular relaxation is promoted by warmth and rest. A 
pillow is useful, and lying on one side. This preparation will tend to depress 
the activity of the higher centres of the brain, which is the chief aim for 
inducing sleep. But at some time, or in some people, all these advantages 
are available and sleep does not come. Of course, pain or the discomforts 
of indigestion may require relief. Tobacco is a question of custom but excess 
in the evening is unfavourable, and this may develop with age. 

The essential for inducing sleep is to have the mind at rest. Grief or 
annoyance should only be temporary deterrents. Anxiety is more trouble- 
some because it leaves the mind uncertain. There is nothing so dis- 
turbing as indecision. It is always worse in the middle of the night—it 
should be mastered in daylight before bedtime. During some period of 
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exceptional strain or anxiety it may be wise to advise a sedative during the 
day, and allow sleep to come naturally at night. The last hours before bed- 
time should be interesting and restful. Dreamless sleep is the best but in the 
main dreams should be ignored and forgotten. 


ADVICE FOR SLEEPLESSNESS 
Natural sleep should be taken as a matter of course and an occasional bad 
night, or short periods of wakeful nights, should be ignored. On some 
occasions an individual may claim to have had no sleep at all, when it seems 
probable that it has been a night with very light sleep. 

A comfortable bed with a quiet, dark, well-aired room is important. 
Suitable warmth from blankets, possibly night socks and a hot-water bottle 
are indicated. ‘To be lying down restfully will prepare for the next day. 
Too much strain to get to sleep may defeat the object. To lie in bed restfully 
will usually bring sleep and of itself will bring refreshment. The fear of 
lying awake is injurious. A warm drink of a milky nature may help, or 
occasionally it may be in a thermos flask in case of wakefulness later in the 
night. Some people, particularly if overtired, find a piece of chocolate, a 
sweet or even a biscuit is a help. Alcohol in the form of whisky is often taken, 
but it is largely a question of habit or, on the other hand, valuable for an 
exceptional occasion. Late meals, coffee and tea may have to be avoided. 
Some foods disturb rest, which may be a question of idiosyncrasy. Con- 
stipation, an irritable bladder, a cough or flatulent dyspepsia must be 
corrected. Pain, of course, should be relieved by appropriate treatment 
but in some conditions of long standing, such as sciatica, sedatives should 
be used as sparingly as possible. 

Although the physiology of sleep is still ill understood, no-one will 
dispute the dictum ‘sleep is induced by anything which depresses the 
activity of the higher centres of the brain’. The last hours before bedtime 
should be peaceful. Music, reading, a game of cards, or interesting con- 
versation will prepare the mind to relax, and with it the body. Many people 
read in bed. One should cultivate the habit of leaving the day’s problems 
behind when entering the bedroom. The idea of counting sheep going 
through a stile is quite sound, but perhaps the details of a long holiday walk, 
a round of golf, or paddling with children and a shrimping net make better 
examples. Most people at some time or another need such trivialities which 
are really quite important. There are simple devices which may succeed. 
Perhaps fixing the eyes on some point in the room until they are tired and 
close. Or possibly more efficacious, to take ten or a dozen deep breaths; 
which many people have found useful. 

The physiologists say that fatigue favours sleep; but a condition of over- 
tiredness makes for wakefulness. It is advised sometimes that a sedative 
should be taken after a long motor drive, or similar tiring effort, to keep the 
sleep habit in being; but it should not be necessary and may lead to abuse. 
When physically overtired from exertion such as mountaineering, or other 
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activity when out of training, wakefulness is a common experience; or, of 
course, dreams of the nightmare variety are likely. 


VARIATIONS WITH AGE 

Infants require eighteen to twenty hours’ sleep. At two years, twelve to 
fourteen hours are needed; from six to ten years about ten hours and from 
eleven to sixteen nine hours. After this age six to eight hours are required. 
Some individuals, however, lead an active life with only four or five hours’ 
sleep. To be in bed resting for seven or eight hours, even though not 
actually asleep during part of the time, is quite healthy. ‘Early to bed’ 
is the best habit. It is an old saying that one hour before midnight is more 
valuable than any two later. To pass the usual bedtime may bring wakeful- 
ness with clear brain, sometimes adopted for study, but it is not a good habit 
for long. ‘Early to rise’ is valuable so that the day’s work need not begin with 
a rush. Too much sleep is injurious. 

If infants or small children do not sleep well there is some habit or 
disability to correct. Fear of the dark is common but should not be difficult 
to check. School children and young adults usually sleep well. The cares 
of a family, with anxiety for others, may disturb both parents. 

It is for the elderly, however, that medical advice is more commonly 
sought. Old people must lie comfortably in bed and turn their minds 
towards old books they may be re-reading, or to their childhood days. 
They should think how nice it is to be in bed compared with anyone who 
may be called out. They may have a nap in an armchair in the afternoon 
which, if not too long, promotes rest at night. 


CONCLUSIONS 
Sleep without drugs is natural and is common to the majority of human 
beings. It should be a matter of course in the young. There are no events in 
adolescence or young adults which justify the use of a sedative drug by way 
of preparation. To develop the right character with self-control and, if 
possible, with a sense of humour, will make for restful nights. 

As life’s responsibilities increase, becoming less personal, with anxiety 
concerned with others, there may be a tendency to less peaceful sleep, but 
drugs should be avoided. People should be discouraged from calling a 
little want of sleep by so high-sounding a name as insomnia. 

A generation or two ago many people dosed themselves as a matter of 
routine with some aperient. Perhaps today there is more risk of self- 
medication with sedatives. 

Patients in hospital receive hypnotics frequently. ‘hese should be discon- 
tinued for people at home in their own beds, when recovery is probable. 

Sedatives, tranquillizers and analgesics make a valuable part of medical 
treatment, in which much new work has accumulated. They should be 
studied with expert advice and guidance. They should be prescribed with 
responsibility and only when thoroughly justified. 
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RECENTLY a general practitioner friend was talking to me about a middle- 
aged woman patient of his whom he had labelled a ‘hypochondriac’. He 
was describing with despair how, when he treated one symptom, another 
one would come along and take its place. It seemed very obvious that he 
was exasperated with her so I asked him: ‘How do you feel about this 
woman?’. He looked at me hard and said: ‘I have no feelings about her— 
after all she’s my patient!’. 

This is a very surprising statement; yet I have heard variations of it 
many times from doctors, medical students and nurses. The same doctor 
readily knows when he feels irritated with his children, angry with his 
partner, or tender and supportive towards his wife. But he has schooled 
himself to ignore any feelings he may have about his patients and, indeed, 
to deny that they exist. Of course, such a situation is not always the case. 
Whilst some readers might see themselves in my first example, others will 
sympathize with Dr. Smith when he says: ‘My heart sinks when Mrs. 
Jones comes into my surgery. She always has a multitude of vague com- 
plaints, yet I can never find anything wrong with her. I just don’t know 
what to do with her’. 


Let us accept, then, that we all have emotions and that our emotions 
influence us all day long. This is true in and out of our medical practice. 
The point that I want to raise is that we do have feelings about our patients 
and that awareness of these will help us to practise our art better. Three 
things are called for. We must: (1) recognize our feelings, (2) find their 
origin, and (3) control and utilize them. 


RECOGNIZING OUR FEELINGS 

To do this we must observe ourselves. In some instances this will be relatively 
easy and we shall be readily aware of our reactions to certain patients. At 
other times we may have to watch ourselves much more closely in order to 
notice how we feel, how we react and how we behave towards each 
individual patient. Such self-observation should become quite automatic 
as we practise it again and again. Sometimes, however, we may have a 
feeling which tries to evade our scrutiny and there are certain special 
things we should watch for which will help us to become aware of such 
hidden emotions. 

Attitude.—The kind of attitude we show will vary from one patient 
to another according to many factors such as the patient’s sex, age, social 
standing, how well we know him. An important factor, which will be 
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discussed later, is that of the patients’ own attitudes towards us which will 
certainly influence our attitudes in turn. In the meanwhile let us watch 
the way in which we treat people. For example, is there one patient towards 
whom we show deference and respect and another towards whom we are 
casual or even ignoring? 

Anticipation of the patient.—Even observing how we feel before the patient 
arrives may help us to gain greater understanding of our feelings towards 
him. If we know he is coming, do we have a sense of pleasure or of 
foreboding? As we wait for him to enter the room, do we glance at the 
clock and feel glad that there is plenty of time, or irritated and in a hurry? 

Forgetting —Any time we realize we have forgotten something con- 
cerning a patient, we should accept this as evidence of ‘negative’ feelings 
towards the patient such as irritation or a desire to reject him. This would 
be true if, for example, we later realized we had forgotten to ask some 
specific questions, to perform as complete an examination as usual, or to 
make and keep an appointment. 

Being too hurried.—Sometimes our feelings will be expressed by our not 
listening long enough or carefully enough to the patient. Any time we become 
aware of this we should ask ourselves: ‘Does this patient bore me, and if so, 
why?’. 

Talking too much.—lf we find that we are talking more than usual with 
any patient we should certainly stop and ask ourselves why. This is another 
way of avoiding having to listen to the patient and is a frequent way of 
dealing with patients who are particularly demanding, dependent and 


clinging. Talking about ourselves to a patient whom we know well and who 
has perhaps asked some personal questions may be all right but we must 
avoid talking about ourselves too much. 


As an extreme example let me cite the case of a woman alcoholic patient whose 

personality is that of a very dependent and demanding person and who has attended 
many doctors with vague physical complaints. Recently she told me about seeing a 
doctor for the first time in a new city in which she had just arrived. She managed 
to utter a few sentences regarding herself and her job and this led at once to his 
talking a great deal about himself, his problems, and his job. In fact, this patient 
spent one hour in the doctor’s room and, as she said, ‘I learned all about his 
problems but did not get to talk about my own’. 
Although this doctor did not recognize the fact, he intuitively summed 
up the kind of patient he was dealing with, probably compared her with 
others of a similar type who had been difficult to handle, and then, without 
really knowing what he was doing, he proceeded to offer her no help but 
to be demanding of her in turn. Essentially what this doctor did was to 
drive the patient away without ever being really conscious of his desire 
to reject her. I do not suppose he was surprised when she never returned. 
Probably he was relieved. 

Many physicians are very adept at putting the patient at his ease by 
talking about non-medical matters such as discussing the weather, the 
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patient’s family or some sports event. This is very fine and is, of course, 
part of the art of practising medicine but we should always watch to be 
sure that we are not overdoing it. If we are, we may be trying to avoid 
having to listen. 

Being unjustifiably optimistic.—Some doctors are notorious among their 
patients for playing down the patient’s symptoms. We must not forget that 
the patient feels sick. This is so, even if we have no positive physical 
findings, and he deserves to gain a sympathetic hearing from us. Of course, 
it is wrong to say to a patient: ‘It’s just your nerves’. In this (as in any 
example where we minimize the patient’s symptoms without good cause) 
we are probably hiding from ourselves the feeling that we wish the patient 
were not sick because then he would not be here ‘bothering’ us. 

Being excessively pessimistic.—This is the opposite extreme and is equally 
unjustified. A physician once told me that he always made the patient’s 
illness sound worse than it really was because then he would get more 
credit for the cure. This is not only dishonest but dangerous as the patient 
may go to another doctor for a second opinion! In addition there are good 
reasons to believe that our patients may improve faster if we are en- 
couraging rather than pessimistic. Always, therefore, we should try to 
present the facts to the patient without embellishment. 

Giving excessive advice.—Some doctors react to certain kinds of patient 
by spelling out their advice and instructions in excessive detail. This often 
seems to be because of an intuitive awareness of dependency needs in the 
patient. Such a relationship, however, can go wrong quite quickly. ‘Take, 
for instance, a peptic ulcer patient with conflicts over being dependent. 
If we offer him excessive details about his diet, he may not react with 
compliance but with a rebelliousness towards our prescribed régime which 
may lead to relapse. 

Giving too little detailed instruction.—Occasionally we may find ourselves 
offering prescriptions without adequately discussing just what the patient 
is to do. Not only is it unjustifiable to leave this to the pharmacist but a 
brief discussion of these facts always assures the patient of our interest 
in him. Occasionally, a doctor may react unconsciously to a specific patient 
and break his usual rule of discussing the prescribed treatment. Certainly 
if we find ourselves doing this it calls for careful self-examination. Are we 
merely doing this in order to feel justified in being angry with the patient 
when he comes back having not followed our instructions? If so, we must 
conclude that we were angry (although unaware of the fact) in the first 
place. 

STUDYING OURSELVES 
There are many other ways whereby we can become aware of our feelings 
by studying ourselves in our relationships with our patients. For example, 
do we have a patient who always makes us start feeling hungry; do we 
sometimes wish the telephone would offer a pleasant interruption while we 
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listen to Mrs. Jones’ lengthy complaints; is there a patient for whom 
we over-prescribe for no real reason (other than just to get him out of 
the office); do we frown unnecessarily while auscultating a patient’s heart; 
do we find ourselves thinking, ‘Oh, that neurotic Mrs. Smith’; have we ever 
‘threatened’ a patient with the words: ‘If you don’t improve soon I may 
have to send you to a psychiatrist’? These are just a few of the many clues 
which we may pick up in careful self-observation and which may give 
us clear evidence that we do have feelings about specific patients of which 
we are otherwise relatively unaware. The doctor who is constantly ob- 
serving himself as well as his patients is at a great advantage. By being 
aware of the relationship he has with the patient he is, in a sense, supplied 
with an additional diagnostic and therapeutic tool which, far from being 
time-consuming, may save much time in the long run. 


FINDING THE ORIGIN OF OUR FEELINGS 
There are many ways in which we can react to people and there are, of 
course, many factors which will influence our reactions. We react to people, 
for instance, (a) depending upon how we feel at the time, (b) depending 
upon what they mean to us, and (c) depending upon the way in which they 


communicate with us. 


HOW WE FEEL AT THE TIME 

We all have different moods from time to time depending upon many 
variable factors such as how things are going at home, the weather, our 
state of health. ‘There will be days when we are tired and irritable and less 
able to tolerate the difficulties in our work. Not only this, but of course 
it is a common thing to displace our feelings from one person on to another. 
Many a physician has snarled at his receptionist after he has had a difficult 
time controlling his feelings while dealing with some particularly trying 
patient. 

Sometimes we are extremely busy and our work may suffer in con- 
sequence if we begin to feel fatigue. Certainly we shall be less able to listen 
carefully to our patients under these conditions. Awareness of how we 
are feeling and a readiness to discuss this realistically can be very im- 
portant. I was interested to learn from two different doctors how they 
each handled a very similar statement from different patients. 

Essentially the patient said: ‘Doctor, I don’t think you’re listening to me—you 
look ready to fall asleep’. 

The first doctor replied: ‘I was called out on a long emergency case last night. 
I've been far too busy all day. I wish I had time to take a vacation. You'd be tired 
too if you led my life’. 

The second doctor replied: ‘I was up last night on an emergency call. Right now 
I just want to be sure that there’s no emergency in your case. After that I think 
the best plan will be for me to arrange to see you tomorrow when I can give you my 
full attention’. 

The second doctor was not only handling the situation better but was 
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remembering the important fact that sick people are self-centred. Just 
being sick greatly stimulates the feeling that we all have hidden inside us, 
whereby we long to be dependent and to be looked after by some person 
who really cares. He expressed his awareness of this, whereas the first 
doctor merely expressed his personal irritation. I was not surprised to 
learn that his patient never came back. 

So far as possible we should avoid talking about ourselves. Of course 
we get sick, we feel tired, we have worries just like our patients do. On 
the other hand, many patients retain their early childhood fantasies of 
the doctor as a powerful, strong, healthy, omnipotent figure. Why then 
should we disillusion the patient whose faith in us may be just as important 
as our antibiotics when it comes to the patient’s total recovery? Always 
provided we do not want to start believing in our omnipotence ourselves! 


WHAT PEOPLE MEAN TO US 

Have you ever met someone and taken an instantaneous liking or dis- 
liking towards him, perhaps even before he has said a thing? Such ex- 
periences must be almost universal and they occur because we have been 
reminded, consciously or unconsciously, of someone whom we liked or 
disliked in our past. Such an association is a vital factor in ‘love at first 
sight’. We must watch for similar experiences in our dealings with patients. 
Do we find ourselves reacting coldly and somewhat indifferently towards 
Mrs. Smith because somehow she vaguely reminds us of Mrs. Brown who 
proved to be such a problem patient a couple of years ago? If so we must 
recognize this association and consciously combat it. 

Patients can mean many other things to us. For example, most of our 
patients come from quite a wide range in the social scale and we may react 
differently according to this factor. ‘Take, also, our possible reactions to a 
figure of authority. This is best illustrated with one example of a single 
patient who is seen by three different doctors. 

He is a 55-year-old successful business man who lives under great pressure, is 
quite bombastic in his approach to the doctor, tries to dominate him as he does his 
employees and demands a hurried examination and quick results. 

The first of the three doctors (let us call him Dr. White) is somewhat in- 
experienced in dealing with this type of person. He has been in practice for only a 
short while and he feels a need to please this patient. Because of this, whether 
he knows it or not, he begins to give in to the patient. As he performs his hurried 
examination in response to the patient’s demands he tries to placate him with some 
soothing remarks, but he is clearly unsure of himself and the patient quickly detects 
this and looks down on him in consequence. These factors are all important; 
however, Dr. White can be conscious of them and can do something about 
them. Unfortunately he is at the mercy of some other feelings which are not so 
easily recognized or controlled. Dr. White is unconscious of the fact, but this 
patient reminds him of his father who had a similar domineering personality. Not 
realizing the fact that this patient is acting like his father, Dr. White reacts towards 
the patient as if he were his father. Giving in, being placatory and attempting to 
soothe were all routine ways he had learned to use in dealing with his father. Now 
he is using them in a professional relationship and the relationship clearly will not 
Jast. 
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Now, our same patient goes to Dr. Black. He is an older, more experienced and 
more secure physician but these factors are far less important than that Dr. Black, 
too, is reminded of his father. However, in his childhood relationship with father 
Dr. Black was rebellious. Unfortunately, Dr. Black does not realize consciously 
that this patient reminds him of his father, but now is his chance to get his own 
back! Dr. Black becomes authoritative. He insists that the patient must go to 
hospital. When the patient attempts to protest that he’s a busy man, Dr. Black 
tells him he must do as he is told or else . . . |! Dr. Black insists upon ‘complete 
rest’, no bedside telephone, and so forth. Because he is reacting to unconscious 
factors, he fails to recognize that this busy executive will be much more tense and 
anxious and will probably have a higher blood pressure under this régime than 
if he were allowed a less restrictive programme. 

Next, our patient goes to see Dr. Green. Dr. Green, too, sees this patient as a 
dominating father figure but he recognizes this fact. His age and his experience 
are of no importance to us compared with his ability to see the patient for what he is 
and to recognize what the patient means to him. Dr. Green looks behind the 
blustering veneer of this patient and sees an anxious man, a man who hides his 
dependency cravings behind aggression. Because he is conscious of the total 
situation Dr. Green is able to be firm and persuasive, but does not let his emotions 
run away. He performs his examination and then advises the patient firmly, but not 
rigidly, that a fuller examination in hospital is required. He agrees to permit the 
patient to use the telephone and promises to let him return to work as soon as it 
seems possible. In the face of the patient’s attempts to dominate the situation 
Dr. Green does not respond with any threats. 

Dr. Green has utilized his feelings by first recognizing them. Actually, as we have 
seen, his feelings originated in the type of patient and what this type of person 
means to him. He has reacted, however, with understanding and tolerance only 
because he first recognized the dominating father figure in this patient and, recog- 
nizing it, he did not respond with blind emotion. 


THE WAY PATIENTS COMMUNICATE WITH US 

Behind the apparently superficial remarks which people make in ordinary 
conversation may lie many other communications. People often use oblique 
or indirect methods of expressing themselves and may indeed be unaware 
of this themselves. Although the importance of interpersonal communica- 
tions has been recognized for a long time, much of the most important 
research into this has been performed and reported in recent years by 
Leary (1955). Leary has been able to reach many conclusions, only a few 
of which need be considered here. In particular he has studied the ‘inter- 
personal reflex’ and two of his conclusions about this relationship between 
people are important in the present context: 

(1) The individual is responsible for the relationship he forms with others. For 
example, he acts or talks in a variety of ways. He can be friendly, warm, cold, 
unfriendly, hostile, dominating, and the like. 

(2) The individual tends to provoke in other people the same pattern of reaction 
time and time again. This is perhaps best illustrated by the patient who gives us a 
history of his constant rejection. He tells us of the various ways in which he has 
been downtrodden, discharged from jobs, turned on by his friends, deserted by his 
wife. A friend listening to this story (if he has a friend left) might say: ‘It’s too 
bad people treat you that way’. We, as physicians, should be wary of such a con- 
clusion. Instead we should think, and sometimes we may even find it desirable 
to say: ‘I wonder what it is that you do to people to get them to treat you in that 

ray?’ 
way?’. 


By the time we have reached adulthood we have learned to react in many 
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different kinds of interpersonal relationship. Every day we are competed 
with, ignored, pleased, bossed, obeyed, helped, appealed to. If we are 
reasonably mature, although we shall tend to prefer certain types of inter- 
personal relationships, we shall be able to operate more or less comfortably 
in many. Actually it seems that the smaller the range of relationships which 
we prefer the more neurotic we are. In addition, the more limited we are 
in this respect the more we tend to narrow down the types of response we 
get from others. This means that, if we are dealing with a patient whose 
history is that he is always rejected, we now know that he will ‘try’ (un- 
consciously) to provoke rejection by us. If another patient always gets 
people to care for and help him he will likewise tend to provoke similar 
feelings in us. This sort of thing will be true whether the patient’s usual 
pattern is to provoke obedience and respect, or friendliness and love, or 
anger and resistance, and so on. 

What this means to the physician is that he must recognize the prob- 
ability that any of his sick patients can provoke blind emotion in him. 
We must be aware of this, watch for it, and take care that we do not react 
blindly. In the case of the hospitalized patient it is important to remember 
that the nurses are in much more prolonged contact with the patient. He 
may play upon their emotions with all the skill of a fine artist playing on a 
grand piano. Here, it can be most helpful to the nurses to encourage them 
to talk about their feelings, to compare their reactions to different patients 
and from time to time we may be able to warn them about the tendency of 
a specific patient to provoke some specific pattern of reaction. 


THE DEPENDENCY OF THE PATIENT 

All illness leads to psychological regression: a temporary return to an 
infantile search for security. This is always accompanied by symptoms of 
dependency. Some people are inclined to think of dependency, such as 
that of child upon parent, as something left behind with childhood. This 
is definitely not so, and in states of illness (whether primarily physical or 
psychological), these wishes become expressed much more powerfully. 
They must be recognized for what they are in all sick patients by doctors 
and nurses. The patient, of course, may handle his dependency wishes in 
various ways, not by consciously dealing with them but by unconsciously 
calling into play various mechanisms. 

First, he may express his dependency cravings by showing an attitude 
of helplessness which may even appear obviously childlike or infantile. A 
second reaction is to deny dependency largely because of his fear of some- 
thing he finds so unacceptable. In this case he will try to hide his feelings 
and most usually will do so with a veneer of blustering aggressiveness. 
Another way to handle dependency cravings is to project them on to some- 
one else. This patient will see other people as very dependent and infantile 
but will see himself as big and strong. Finally, he may over-compensate 
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for his unconscious dependency cravings. This patient is often quite 
popular with the nurses. He never asks for anything, he may deny that he 
feels sick or weak and may spend much of his time helping to look after 
others—in the way that he would unconsciously like to be looked after. 

If, then, we approach all sick patients expecting to find regression 
with symptoms of dependency, whether openly expressed or not, we are 
in a much better position to understand what is going on. Understanding 
it, there are two major programmes which may be called for. In the first 
place, we can support and gratify the patient’s dependency needs for a 
while and this is especially called for during the early days of hospitalization 
or of any serious illness. As the patient begins to improve we can gradually 
help him out of his regression by permitting him more and more activity, 
decision-making, and the like. Occasionally a patient may seem to have a 
quite insatiable need to be dependent, and may indeed provoke much 
reactive anger in the people who care for him. If all attempts to meet these 
needs throughout the illness do not lead to his gradually giving up the 
regressive movement a psychiatric consultation will prove useful by helping 
to work out a rehabilitation plan. 

An alternative to gratifying the dependency needs is to support the 
patient’s defences against his dependency cravings. This will often be 
justified in the case of the patient who is obviously greatly frightened by his 
dependency needs and also in the patient who is getting better from his 
illness. Here, we permit and encourage the patient to be more and more 
active, to help others, to do things for himself and finally to return to his 
adult role in the community. 


REACTIONS TO REGRESSION IN PATIENTS 
It is a very good thing for physicians and nurses to have been sick them- 
selves. This is one certain way whereby we can see and recognize our own 


dependency cravings (or our defences against them) which may not be 


nearly so easy to do during periods of excellent health. For the doctor or 
nurse who has never been sick I would recommend reading the book ‘When 
Doctors Are Patients’ (Pinner and Miller, 1952). The important thing is that 
even when we are well we still have unconscious dependency cravings. This 
will influence our reaction to regressed patients who are displaying symptoms 
of dependency. There are three major types of reaction to such patients: 
(1) understanding, (2) anger and rejection, or (3) promoting further 
dependency. 

The reaction of understanding and tolerance is obviously the best one 
and can only be based upon a personal awareness of one’s own feelings, 
one’s own dependency needs and the meaning of the patient’s sickness to 
him as a total person. When the doctor or nurse reacts with anger and 
rejection to the patient who is regressed and dependent it is as if he is 
saying: ‘You are getting away with something (being dependent) which I 
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desperately would like to do but which I cannot permit in myself. Indeed, 
I cannot even allow myself to be aware of these cravings’. Obviously, this is 
the reaction of blind emotion and is a dangerous one as it leads to the 
patient’s feeling alone, rejected, and uncared for, and may provoke further 
regression in him. This reaction is most likely to occur in hospital practice 
and it can only be controlled by awareness of the things discussed above. 

To react with an attitude which promotes further regression and 
dependency in the patient is equally bad in the doctor-patient relationship. 
Here, it is as if the doctor or nurse were saying: ‘You, the patient, are 
dependent and infantile. I have (unconsciously) within me desperate 
cravings to be equally dependent. I cannot permit this in myself and there- 
fore I shall permit and indeed encourage your dependency. In this way, 
by contrast, I shall feel much more adult, independent, self-reliant, and 
mature’. Reactions of this sort can occur to greater or lesser degree in 
many ways. There is room for only a few examples: the nurse who spoon- 
feeds the patient after he is able to feed himself; the doctor who talks 
down to his patient as if to a child; the doctor or nurse who unnecessarily 
insists upon doing more for the patient than he really wants. 


CONTROLLING AND UTILIZING OUR FEELINGS 

Only with as much understanding as we can possibly gain about ourselves 
and about our relationship to our patient can we utilize our feelings to the 
patient’s advantage. Any time we recognize our feelings and discern their 
origins we then have control of the situation, in which otherwise we might 
be reacting with blind emotion. Having gained increased understanding of 
ourselves, of our patient, and of the relationship that exists between us we 
need no longer act blindly but instead can respond with whatever seems 
appropriate. 

There is, for example, the chronic complainer who returns to his doctor 
again and again. His symptoms are multiple and flit about from place to 
place. If the doctor treats any specific symptom it may disappear but is 
inevitably replaced with something else. In spite of this, the doctor can 
find few, if any, physical signs. A common tendency is to conclude: “This 
patient is wasting my time’. This leads to a reaction of anger and rejection 
which need not mean telling the patient not to come back but may mean 
an endless series of different drugs, placebos, unnecessary physiotherapy, 
brief perfunctory examinations, and the like. With awareness of his feelings, 
and of their origin, the doctor can control the situation. He can invite the 
patient to talk about himself, his home life, his job, his sexual relations, 
his worries. Instead of reacting with rejection the doctor recognizes the 
need to take time to listen to the patient. Only in such a relationship has the 
patient the slightest chance to begin to see the connexion between his 
symptoms and his emotions (Ham, 1956). 

Take, as another example, the distrustful sceptical patient who, although 
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returning from time to time, obviously refuses advice, forgets to take his 
medicine and rarely returns exactly when told. This patient will certainly 
provoke a feeling of anger and a tendency towards rejection in his physician, 
but with understanding of his own feelings and of the origin of these the 
physician can begin to see that the patient’s difficulties lie, perhaps, in his 
lack of security during his childhood. It may then become clear that the 
patient’s distrustfulness and aggression cover up strong dependency wishes. 
Now, if we are willing to let him talk, he may begin to be able to express 
his unsatisfied childhood needs. We can then begin to understand him as 
we never could before and to offer him a chance for self-understanding 
which was always denied him in the past. 

Some patients live a life which is a chronic search for dependency 
gratification. They move from one doctor to another, constantly searching 
for help and obtaining medication in great variety and quantity. In many 
physicians this patient provokes a tendency to foster his dependency. Drugs 
are prescribed for no specific reason and, this being the age of tranquillizers, 
these are often used indiscriminately. If the physician will only examine 
his feelings (Balint, 1957) and understand the kind of relationship being 
set up by the patient he will then feel able to invite the patient to talk, to 
express his needs openly, to ventilate his angers, to replace the endless 
search for medication by a helpful relationship with an understanding and 
supportive physician. In this relationship drugs are no longer required. 
They are replaced by the much more potent relationship itself and the words 
used between the doctor and his patient. 

These are only a few examples of how we can utilize our feelings about 
our patients once we have recognized that they really exist. As physicians 
we must never forget that being aware of our feelings about our patients 
can never hinder, and can often help. 
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THE STAPHYLOCOCCUS 
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WHEN antibiotics were first introduced into medical practice, pathogenic 
micro-organisms encountered an entirely new situation, for it is very doubt- 
ful whether any of them had ever come into contact with these substances 
before. The reaction of the organisms has varied considerably. Some have 
remained sensitive to antibiotics despite the fact that they have been exposed 
to their influence on many occasions; other species have counter-attacked by 
becoming resistant. 

One such organism is the tubercle bacillus which becomes resistant to 
streptomycin with great rapidity. The propensity of this organism to 
become resistant, however, has never become a problem—and largely for 
two reasons. In the first place its propensity in this direction was known 
from the first so that steps were taken to ensure that it was invariably used 
in full doses to prevent, so far as possible, the emergence of resistant strains. 
In the second place, this organism does not become disseminated to others 
if care is taken over disposal of sputum. 

Far otherwise is it with Staphylococcus aureus which, too, can quickly 
become resistant to any antibiotic. This in itself need not have led to any 
unfortunate consequences, except possibly for patients actually under treat- 
ment, had it not been for the fact that most strains of staphylococci can 
become disseminated so easily in a semi-closed community, such asa hos- 
pital, that a strain which has become resistant in a patient under treatment 
may soon reach the noses of some of the nursing staff. Here it may not only 
survive and multiply for weeks or even months but may be acquired by 
many of the other persons in the hospital community. In consequence, the 
nasal carriers of staphylococci among nurses and patients and, to a lesser 
degree, amongst ancillary and medical staffs generally possess strains that 
are resistant to some at least of the antibiotics. 


RESERVOIRS OF INFECTION 

Although such carriers form a more or less permanent reservoir of 
antibiotic-resistant staphylococci in our hospitals, it is doubtful whether the 
size of the reservoir, that is the actual number of carriers, is very much, if 
at all, larger than it was before the introduction of antibiotics. But the 
contents of the reservoir are evidently very different. For not only can these 
staphylococci resist antibiotics, but their ability to produce infection is as 
great as, if not greater than, it used to be. So much so, that sepsis following 
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clean operations and infections of the skin of new-born babies has sometimes 
become so serious that it has been necessary to close surgical wards and 
nurseries for the first time in history. In addition, there are new manifesta- 
tions of staphylococcal pathogenicity in the form of pneumonia following 
infection by respiratory viruses such as those of influenza and primary 
atypical pneumonia. 

Thus, in many ways, the reaction of staphylococci to the advent of anti- 
biotics has been remarkably successful. Why this should be so is still a 
matter for debate, but one of the most obvious explanations is that in the 
act of becoming resistant to an antibiotic, a staphylococcus becomes more 
aggressive. It is therefore able to infect more people and produce infections 
of greater severity than had previously been possible for that particular 
organism. 

There are, however, many reasons for supposing that this does not occur. 
One of the most cogent is the fact that ability to resist an antibiotic is due to 
something entirely different from ability to produce infections, and particu- 
larly severe infections. The former is a result of a single mutation which 
produces a line of organisms differing from the parent strain solely in ability 
to obtain their foodstuffs by metabolic pathways that bypass those used by 
sensitive strains and which are blocked when the antibiotic comes into action. 
Ability to produce infection, on the other hand, involves the production of 
capsules or envelopes of carbohydrate or protein to protect the organism 
against the antibacterial mechanisms of the host, spreading factors to ensure 
its dissemination in his tissues and toxins to poison him. Evolution of a strain 


unusually well endowed with such attributes may well come as a result of 
mutation, but several mutations would probably be required and would 
certainly not be the same as those required to enable an organism to resist an 
antibiotic. 


THE IMPORTANCE OF PHAGE TYPES 
To a very large extent this is confirmed by the observation that, although 
antibiotic-resistant staphylococci may be present in the noses of most of the 
inhabitants of a surgical ward, it is only those belonging to certain phage 
types that are evidently able to produce infection (Shooter et al., 1958). 
Those belonging to most of the types are probably less well endowed in this 
respect. This suggests that it is not ability to resist antibiotics that confers 
pathogenic power on a staphylococcus, so much as membership of certain 
phage types. In this connexion it is a striking fact that in England mem- 
bers of only three phage types—8o, 75/77, and 47/53/75/77—are responsible 
for over 50 per cent. of the infections that occur in surgical wards, whilst 
types 80, 52A/79, 71, and 7/47/53/54/75 are the predominant organisms 
causing infection in maternity wards (Williams, 1959). Not only do these 
epidemic strains produce most of the infections, but they are apparently 
endowed with sufficient aggressive ability to oust other strains of staphylo- 
cocci that may be present in the noses of nurses or patients at the time 
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they enter a hospital in which such epidemic strains are producing infection. 
Indeed, they may even parasitize the noses of individuals who are not carriers 
when they come into such a hospital (Barber et al., 1953; Rountree and 
Barbour, 1951). 

Thus, certain strains of staphylococci, which can be recognized by their 
phage type, are evidently more pathogenic than the great majority of 
staphylococci. They are, of course, resistant to antibiotics, but it is con- 
ceivable that they were not resistant when they first emerged and, indeed, 
might have behaved in the same way if antibiotics had not been invented. 
There is evidence that this might have occurred. At a time when penicillin 
was either almost unknown or only being used in minute amounts, that is 
in the years 1943-4-5, three epidemics of pemphigus neonatorum occurred in 
Wales which bore close resemblance to many similar outbreaks of the 
present day (Allison and Hobbs, 1947). The lesions produced were unusually 
severe, the infecting strains in each outbreak belonged to the same type, 
and there was the same tendency for these strains to parasitize the noses of 
the nursing staff at the expense of other strains. Unfortunately, the sensi- 
tivity of these strains to penicillin was not determined, but in view of 
the date of these outbreaks it is a legitimate assumption that they were still 
sensitive. 

So, too, were the first strains of the notorious type 80 which has been 
responsible for severe epidemics in many countries, and practically all strains 
‘of which are now resistant to most of the antibiotics, At the time it first 


appeared in an up-country hospital in Australia in 1954 (Isbister et al., 1954), 
however, it was still sensitive to streptomycin, chloramphenicol, tetracycline, 
and some of the strains were even sensitive to penicillin (Rountree and 
Freeman, 1955). But it was formidable already, producing, in babies, severe 
skin infections which had an extremely characteristic appearance (Clarke 
et al., 1956). 


ANTIBIOTICS NOT RESPONSIBLE 

Unless, in some entirely unsuspected way, the use of antibiotics has facili- 
tated the dissemination of the epidemic strains, or prepared the ground for 
them, it is therefore improbable that their emergence is, in fact, part of the 
reaction of staphylococci to the use of antibiotics. For they might well 
have appeared in any case. If this be so, it puts staphylococci into the same 
category as many other varieties of organism in which certain types or 
species are more pathogenic than others. Type 3 pneumococci for example, 
were much more likely to kill in the days before antibiotics than types 1 and 
2; type 1 meningococci are more formidable than type 2; gravis strains of the 
diphtheria bacillus than mitis; shiga and flexner strains of the dysentery 
bacillus than sonnei; and type 1 poliomyelitis virus than types 2 and 3. 

Although the resurgence of staphylococci within the past ten years may 
well be due to the activities of certain special strains, it is difficult to believe 
that similar strains were not in existence before then. Why therefore were 
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they less of a problem before the introduction of antibiotics than they are 
today? 

THE IMPACT OF TREATMENT AND ENVIRONMENT 
There is no very obvious answer to this question but it may well be that, 
whatever has altered, it is not the parasite but the host—or, more correctly, 
his treatment and surroundings. 

Treatment is certainly different. Some of the new drugs, such as the 
corticosteroids, are known to depress ability to resist infection and others 
that have been introduced may have similar but as yet undetected effects. 
There is also more operative interference so that there are more open 
wounds in hospital than ever before; and each of these wounds is, potentially 
at least, a breeding ground for staphylococci ready, as opportunity offers, 
to produce cross-infection. Many of the operations are almost designed to 
increase the risk of infection: they last a very long time, involve the exposure 
of large areas of tissue, and necessitate the presence of large numbers of 
people (more than half being carriers) on the floor of the theatre to look 
after the highly complicated apparatus so often required. 

Perhaps the most important alteration, however, is in the environment of 
the patient, and particularly a patient who must undergo an operation. 
For the modern tendency to concentrate virtually all the serious illnesses 
in the country into large many-bedded wards that are in close proximity to 
similar wards, the whole enclosed within the walls of an enormous hospital, 
is a very different environment from that of private houses, small cottage 
hospitals or nursing homes where a great deal of illness was previously 
treated. There is no doubt that an organism so well endowed as the staphylo- 
coccus to take advantage of any opportunity of parasitizing the noses of 
normal persons and producing cross-infection has chances of causing mis- 
chief in a modern hospital that were denied to its forefathers. 


CONCLUSION 
For the present, much of this must remain conjecture because we have 
no way of proving it. But it is at least a tenable hypothesis that it is not so 
much the appearance of antibiotics as the disappearance of treatment at 
home that has created the staphylococcal problem of today. 
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INTRAVENOUS TECHNIQUE 


By CLIVE JOLLY, M.B., F.F.A.R.C.S., D.A. 


Senior Registrar in Anesthesia, Royal Free Hospital 


THE insertion of a needle into a vein is an operation that the house officer 
has to undertake very often in his first years as a doctor. Many newly 
qualified housemen have only a vague idea how to begin and have to build 
on their own experience and with suggestions given by more senior col- 
leagues. Only practice will make more perfect, but a theoretical description 
of the technique is useful as a beginning and may be of help to innumerable 
patients as well as doctors, for setting up a drip can be a painful process. 


PREPARATION 
An important point to be discussed first is the lighting. Many drips are put 
up at night in the wards and in other dimly lit places, but it cannot be too 
strongly emphasized that a good light makes a tremendous difference 
between consistent success and depressing failure: for example, an ‘angle- 
poise’ type of lamp is satisfactory ; a torch is not. 

Some doctors scrub up before they begin. If this is felt to be necessary 
it is best to do so after all the preparation and just before venepuncture. Lip 
service is often paid to this form of asepsis: the operator will scrub his 
hands and then handle an unsterile object, feeling safe with his sterile 
precautions because he has scrubbed up. It is probably far better to wash 
one’s hands well at the very beginning and make preparations using a 
scrupulous no-touch technique. The hands can then be washed again just 
before the venepuncture. Whatever is done about asepsis, however, should 
be done with intelligence. 

Unpack the giving set, remembering that it is wrapped in two layers of 
cellophane and that only the inner cover has been sterilized. Assemble with a 
no-touch technique, especially the glass tubing with the wire gauze and the 
needle in its glass cover. When the bottle of saline or glucose is attached, 
run the fluid through the tubing; the tubing and needle should contain 
no air and the flow can be stopped either by tightening down the adjusting 
screw or by clipping the rubber with artery forceps. The adhesive tape 
around the giving set is very ‘sticky’ and can be used to secure the needle 
to the skin once the vein is entered—cut it into convenient lengths and 
hang these on the drip stand. 

Check the equipment before approaching the patient, not forgetting a 
small syringe with an intradermal needle (size 20), some lignocaine or pro- 
caine (1 per cent. or 2 per cent.), and methylated spirit or a similar 
antiseptic. 

THE TOURNIQUET 
This is one of the keys to successful venepuncture: until a swollen vein is 
produced a needle cannot be put into it. A nurse’s hand is useless for this 
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purpose, often it will not completely encircle the arm. Neither is thick 
rubber tubing satisfactory, for the knot tends to slip and usually at the 
crucial moment. A urethral catheter is sometimes used but as it is made of 
polished rubber it is too smooth and also tends to slip. Best of all is a 
length of soft red rubber tubing about five mm. in diameter (8 English 
gauge or 15 French gauge). Try to obtain a length and keep it, for the 
more use it has the better it will serve its purpose. Another quite good 
tourniquet is the sphygmomanometer but it must be airtight. If a sphyg- 
momanometer which leaks badly has to be used, remember that the air is 
almost certainly escaping from the metal joins or the inflating bellows. One 
or two artery forceps clipped on to the rubber tubes just after they leave 
the cotton bag will keep the pressure steady even if the mercury falls to zero. 

The principle of a good tourniquet is to obstruct the venous outflow 
from the arm but not the arterial inflow—when the veins will gradually fill; 
so after the tourniquet is applied be sure that the radial pulse can still be 
palpated. If a sphygmomanometer is used pump the mercury to just below 
the systolic pressure. 


CHOOSING A VEIN 
Try to avoid the temptation of attacking the largest vein in sight. Take 
some time over the choice and do not use a vein over the elbow or wrist 
joint. A needle may be put into the vein but it has to stay there for some 
time and the movement of these joints will tend to dislodge the needle or 
damage the vein wall. If splinting is effective enough to prevent joint 


movements, then the bandaging will probably interfere with the venous 
return. ‘ 

The best position is the anterior surface of the forearm; next is the back 
of the hand. It is said that the latter veins are fragile but a well-chosen vein 
and carefully fastened needle in this position will last as long as in most 
other places. Having chosen the vein, make sure that the needle and an 
adjacent length of tubing can lie snugly against the skin. 

On purpose, nothing has been said about transfusion into leg veins. A 
transfusion in the leg tends to immobilize the patient in bed, and early 
movement is desirable after operation to reduce venous stasis and possible 
pulmonary embolism. A well set up transfusion in the arm should enable 
the patient to move about in the bed. Later in the postoperative period, 
thrombophlebitis in the leg caused by the drip will further prolong the 
patient’s stay in bed. The same complication in the arm will not prevent the 
patient from walking. 


“‘WORKING-UP’ THE VEIN 
Sometimes the arms seem completely ‘avenous’. In these circumstances 
leave the tourniquet in place and hang the arm over the side of the bed. Tell 
the patient to open and close his hand; the exercise plus gravity will help 
to fill the veins. Cold causes constriction of superficial veins so if there is 
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time tell the patient to keep his hands and arms under the bedclothes and 
postpone the operation for a while. If these measures fail, the next move is 
to ask the nurse to put a hot wet compress on the hand and arm for twenty 
minutes. At the end of this time marked dilatation of veins is usually seen. 
A similar effect can be obtained by putting the forearm and hand into a 
basin of hot water. In each case the term ‘hot’ means bearable warmth for 
the patient—to be exact, about 100°F. (37.8°C.). It is dangerous to be over- 
enthusiastic with temperature. 

When a likely vein is seen, tap it gently with the tips of the fingers or flick 
it with a finger nail. The latter is effective but care must be taken not to 
make it painful. 

VENEPUNCTURE 

Having chosen the vein, swab the area with spirit, leave it to dry and wash 
your hands again. When the spirit has evaporated the skin will be sterilized. 
Now take the syringe with the local anesthetic and raise a small intra- 
dermal skin weal at the site of the skin puncture. Do not place the weal 
directly over the vein, but a few millimetres distal to the point of vene- 
puncture. Try to choose a spot where two veins join together: here they are 
tethered and will not tend to slip around the point of the needle. Then 
take the needle and try to become accustomed to leaving the tubing attached 
to the needle hub. Some house officers leave the end of the needle open and 
rely on a gush of blood to tell them when they are in the vein. This is the 
obvious way, and perhaps the easiest, but, apart from the resulting mess, 
there is another objection to this method. As soon as the needle enters 
the plump vein the blood will rush out and the vein will collapse. The 
chances of pushing the needle well into the vein without damaging the 
walls are now small but, if the end of the needle is blocked when the 
vein is entered, the walls will stay apart and the needle can be pushed 
well into the lumen of the vessel. This pushing the needle up into the 
vein is the second key to a successful drip. The vein holds the needle 
as if it were a sword in a scabbard and the point is less likely to damage 
the wall. The immediate question for all house officers is: ‘How do I 
know I’m in the vein if the blood doesn’t run back?’ In time, of course, 
they will know by sense of touch, but this does take practice. Usually one 
can see if venepuncture has occurred by moving the needle and watching 
the vein, but if doubt remains then detach the connexion and see if there 
is a reflux of blood. Rejoin this quickly if blood appears. 


FASTENING THE NEEDLE 
Run a strip of the tape under the hub of the needle with the sticky side 
facing upwards and away from the skin—then fold the tape over in a V-shape 
and stick down. Repeat this proximal to the first tape. Now place a small 
sterile pad over the skin puncture and strap it on. Then wrap a turn of 
two-inch (5-cm.) ‘elastoplast’ around the whole set-up from just distal to 
the tip of the needle to include the hub and adjacent tubing. Finally, take 
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a U-turn in the drip tubing and fasten. If the tubing is pulled then this 
U-turn will give way before the needle is pulled out of the vein. 

This is enough in the way of fastening and the patient can move hand and 
arm without a crépe bandage and splint attached. If it is felt that a splint 
is necessary use a short one. Ten to twelve inches (25 to 30 cm.) is a good 
length, for it will stretch from the metacarpophalangeal joints to a point 
distal to the elbow. This fixes the wrist and leaves the elbow and fingers 
free to move. 

The adjusting screw should by now be placed as near the needle as 
possible and always between the drip chamber and bottle, for the pressure 
inside the tubing in this case will be below atmospheric pressure and air 
will tend to be sucked into the tubing through any needle punctures in the 
rubber. Air embolism may result (Macintosh and Mushin, 1958). 

Elbow fixation need not be discussed. Except in great emergency a trans- 
fusion over the elbow joint is unstable, uncomfortable and unsatisfactory. 


THE DRIP STOPS RUNNING 

This should be treated as a problem of diagnosis, needing logical thought. 
First make sure that it has really stopped. Sometimes drips are turned off to 
change a bottle and then not turned on again. Next remove bandages and 
splint, if any, and look at the arm around the needle point: if it is swollen 
the vein wall is damaged and the fluid has run into the tissues. It is no 
use moving the needle and hoping to push it back into the vein—tissues 
will be damaged and rarely, very rarely, a vein re-entered. The drip has 
to come down and be put up again. 

If there is no swelling, then blood has probably clotted in the needle. 
It is general practice to deal with this situation by filling a small syringe 
with saline and injecting this into the tubing after closing the adjusting 
screw.. This probably pushes a small blood clot into the circulation which 
may end in a lung capillary and cause a small pulmonary infarct. Ill effects 
have not been reported, but house officers should be aware of the potential 
dangers. Compressing or ‘milking’ the rubber tubing between the fingers are 
other methods of clearing the needle, but the principle is the same. 

A more complicated, but safer, method of clearing any blood clot is as 
follows. Fasten a tourniquet around the arm above the needle. ‘Then 
separate the hub of the transfusion set from the rest of the tubing and 
attach a syringe half filled with saline on to the rubber hub and needle 
and try to suck blood and clot back into the syringe. 

Sometimes the drip is temperamental—it stops and starts—runs rapidly 
and then slowly. This often means that the bevel of the needle is pressing 
against the vein wall. Some people place small pads of cotton-wovul in 
strategic places around the needle and fasten them with adhesive tape to 
try and keep the bevel clear. But the only satisfactory method is to unfasten 
all the strapping and rotate and align the needle so that the temperamental 
trait is cured. 
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Sometimes a drip runs slowly even with the adjusting screw wide open, 
and the trouble here may be spasm of the vein. This can be caused by local 
cold, irritation of the vein by the needle, or a general state of shock. The 
first can be alleviated by wrapping the arm in a warm blanket or placing a 
warm (not hot) water bottle within the wrappings. Be sure not to allow 
the bottle to come into contact with the skin without a layer of blanket 
intervening. The local irritation can be helped by an injection of 2 per 
cent. procaine into the tubing: about two millilitres at a time. If the patient 
is shocked local warmth will again help, but if the blood has to be run 
rapidly into the body other methods will have to be used. 

Finally, the level of fluid in the drip chamber may rise and cover the 
inner nozzle, so that it is impossible to tell at a glance whether the drip is 
running. The level can be lowered by disconnecting the tubing at the hub 
and then turning the bottle upside down. The level in the drip chamber 
will fall rapidly and the transfusion can be reassembled. 


THROMBOPHLEBITIS 

When thrombophlebitis develops the drip usually runs freely but the vein 
and arm become red, painful and swollen. It is said to occur in about 
56 per cent. of drips that run for more than twelve hours in the same vein. 
This is mentioned in a report by the Medical Research Council (1957), 
which lists some of the causes as: the red rubber tubing, autoclaved glucose 
solutions and drugs injected into the drip. Duration of intravenous therapy 
is a large factor, and if the drips are not kept in the same vein for more 
than eight hours the incidence of thrombophlebitis drops to 4.5 per cent. 
(Bolton Carter 1951). There seems to be no doubt that the best manage- 
ment of transfusions is to change the vein every day. In some cases the 
fluid requirements can be given during the day, the drip being taken down 
in the late evening and reinserted the next morning. This, of course, is 
time-consuming in a busy surgical ward but is worth remembering. Infec- 
tion probably plays little part in this type of thrombophlebitis and in one 
series no suppuration was seen (Handfield-Jones and Lewis, 1952). Although 
the drip continues to run through the vein it is as well to change the vein 
early before the arm becomes painful and surrounding veins useless. 


RAPID TRANSFUSION 

This is often required in cases of hemorrhagic shock, and nothing but good 
can result from rapid transfusion if the patient has lost a great deal of 
blood. The theory in speeding a drip is to apply pressure to the blood in 
the bottle or tubing. The simplest method is to use the force of gravity 
and lift the bottle of blood as high as possible by raising the drip stand— 
most of these are telescopic. 

Another method is to take the inflating bellows from a sphygmomano- 
meter and attach the end to the open glass tube protruding from the bottle 
of blood. When the bellows is compressed the pressure above the blood 
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inside the bottle is raised and blood is driven at speed down the tubing and 
into the vein. It cannot be too strongly emphasized that this can be 
dangerous. If the bottle of blood empties and is left connected then air 
will be pumped into the vein—an air embolus will occur and the patient 
will die. Cases are not infrequently reported in which this has happened. 
If this method is used one unvarying rule must be observed: one person 
must look after the drip and do nothing else. He or she must be completely 
responsible and must fully understand the risks involved. It is irresponsible 
to give the bellows to a nurse with instructions to pump away. If possible, 
it is a good plan in such cases for a doctor to be in sole charge of blood 
replacement. Be sure that the cork is firmly pushed into the bottle before 
pressure is raised—a loose-fitting cork will blow out of the bottle and 
spatter everyone and everything nearby. 

A safer method to speed the blood flow is to use a Martin’s pump. This 
apparatus is attached to the drip stand and the tubing of the transfusion set 
is firmly held while a set of small rotating wheels compresses the tubing 
when a handle is turned and drives the blood into the vein. If care is not 
taken blood may form a froth in the drip chamber. This froth can be 
dispersed by injecting a few drops of anzsthetic ether into the chamber. 

These seriously shocked patients provide the only indication for using a 
vein in the bend of the elbow. They are large and easy to enter when veins 
are generally collapsed and the drip can be regarded as temporary, to be 
replaced in a more convenient vein when the crisis is over. 


INTRAVENOUS CANNUL& 

The needle attached to the transfusion set is sharp and may damage the 
vein wall. ‘To overcome this complication several pieces of equipment have 
been invented to enable a blunt cannula to be inserted into a vein without 
needing to expose the vein through a skin incision. The general principle 
is to combine a sharp needle with a blunt cannula. The needle fits inside the 
lumen of the cannula and protrudes from its distal end. Both needle and 
cannula are inserted into the vein, then the sharp inner needle is with- 
drawn and the blunt cannula can be pushed well up into the lumen of 
the vein without damaging the wall. The transfusion is attached to the 
cannula, and the small inner needle is saved for further use. 


I would like to express my thanks to the many colleagues who have helped me 
in the past with this technique and particularly Miss K. Lloyd Williams who has 
given me valuable advice and encouragement on this article. 
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PROTECTION AGAINST THE 
COMMON COLD IN A BOYS’ SCHOOL 


By MAJOR-GENERAL D. BLUETT (Retd.), C.B., O.B.E., M.B. 
Lately Medical Officer, Duke of York’s Military School 


Tue Duke of York’s Military School is a school for 460 boys situated in one 
of the healthiest areas in the whole of England—near the coast between 
Dover and Deal. 


THE PROBLEM 

Towards the end of the autumn term in 1958 there was a small but sharp 
outbreak of pharyngitis and feverish colds. The sanatorium quickly filled 
up but the cases responded to routine treatment and were fit again in about 
seven days. Nevertheless this meant that a considerable number of boys 
were incapacitated just at the end of term when examinations were to the 
fore. A few boys lost some of their holidays as they were not fit to travel 
home immediately at the end of term. 

The problem which confronted the medical officer in charge of these 460 
boys was simple enough. How could this sick wastage be reduced or 
eliminated in the coming winter term? It was a fair challenge and one 
fraught with interest. Consideration was given to the possibility of one of 
the cold vaccines or tablets which are already on the market but it was rather 
late in the year to consider this form of prophylactic treatment as the winter 
was already upon us. Intensive gargling on a mass scale had not in this 
medical officer’s experience proved to be of any great value in the past. 

The problem of winter colds is, of course, no new one and confronts 
doctors and teachers every winter term in schools all over the British Isles. 
All sorts of methods of control have been tried out in the past but the 
feverish colds appear with the same regularity year by year. As the winter 
term was already upon us it was realized that, if protective methods were to 
be employed, they would have to involve using something which was readily 


available and which was completely safe to use, having already been ex- 


haustively tested before being placed on the market. 


THE CLUI 
In early January the school medical officer developed all the symptoms of the 
common cold and an acutely painful sore throat and irritating cough. 
Instead of compounding some mixture himself he went to a large pharmacy 
in Dover and purchased a small tin of ‘strepsils’. He found these lozenges 
most soothing, pleasantly flavoured and long-lasting when left in the mouth 
to dissolve slowly. In two days’ time the ‘cold was cured’ and there was 
no question but that ‘strepsils’ had had a major share in aborting this attack 
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which, from previous experience, generally lasted anything up to ten days. 

Suddenly inspiration came—would it not be possible to try out these 
lozenges on a large scale in the school? Might not this be the answer to the 
question which had been at the back of his mind since the end of the autumn 
term? The solution appeared to be too simple; almost like “Go wash in 
the Waters of Jordan’. It would, however, be a comparatively expensive 
matter to supply a school of 460 boys with lozenges to take two or three 
times a day and it would require a little sound organization to ensure that the 
lozenges were not wasted and were used only in accordance with instructions. 
This method may well have been tested many times and found wanting but 
here was a comparatively new antiseptic lozenge recommended as a pro- 
phylactic agent against colds and influenza. 

Having now become thoroughly interested and intrigued by the possi- 
bilities of this treatment a copy of the manufacturer’s leaflet was obtained 
giving more detailed particulars of ‘strepsils’. According to this, the anti- 
septic power of the lozenge depends on dybenal (2:4 dichlorobenzyl 
alcohol), they have a soothing aromatic base, dissolve very slowly in the 
mouth, are non-toxic, and ‘perfectly safe for both children and adults’. 
The last line was what really attracted the school doctor: ‘Perfectly safe for 
children’. Surely this might be the prophylactic that could be tested in a 
boys’ school of 460 with ages ranging from g to 18 years? 

A representative of the manufacturers made a routine call on the school 
sanatorium. Advantage was taken of this visit to discuss the project which 
was by that time firmly fixed in the school medical officer’s mind. ‘The 


response to the suggestion of a possible trial was immediate. Letters were 
exchanged with the medical department of the firm and every assistance was 
rendered including a free supply of ‘strepsils’ for trial which was sufficient 
for the purpose. 


THE PLAN OF ACTION 
It was decided to carry out a small pilot test and to get it under way as 
quickly as possible in order to assess the value, if any, of this simple form of 
protection. If even a reasonable success were achieved by this test it might 
well be followed up the following winter with a full-scale test for the whole 
School. 

The Junior House was selected for the test and this was carried out for a 
period of one month. The House consisted of 50 boys all aged g to 10 yeass. 
There were sound medical reasons for this choice. The small boys retired 
at night and got up in the morning all at the same time and under close 
supervision. ‘The Housemaster was in personal contact with every boy night 
and morning and guaranteed to ensure that each boy was given one lozenge 
on going to bed and again before getting up in the morning. To keep this 
up accurately even for one month required conscientious care on the part of 
the staff. 

The lozenges were received with acclamation as they were pleasant to 
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take and the instruction to suck them slowly was rigidly observed. Only 
one small boy failed to carry out these simple instructions to the letter. 
He was found to have secreted two in his pyjama pocket and when questioned 
about it, he explained that his elder brother in one of the other Houses had a 
sore throat and he was trying to keep some for him! 

Although this small test could not by any stretch of the imagination be 
called a scientific trial as there were so many factors which might tend to 
modify it, nevertheless it was carried out very carefully indeed and every 
precaution was taken to ensure that the lozenges were not wasted. The very 
simplicity of the test helped to ensure reasonably accurate results over this 
short period. 

THE RESULTS 
Now what results if any could justifiably be claimed for this short-time test 
with 50 boys? The facts are as follows :— 

(1) The usual coughing, sneezing and spluttering that you expect on a 
February morning from 50 boys all getting out of bed together to perform 
their ablutions rapidly became a thing of the past. 

(2) The number of boys reporting sick with sore throats, the common 
cold and kindred complaints rapidly decreased. This was a remarkable thing 
and was very noticeable in the daily sick returns for February. 

(3) A comparison made with the other seven Houses showed a marked 
decline in the sick rate from the Junior House compared with the other 
seven Houses. The total number of the attendances at sick parade of all 
boys suffering from the common cold, sore throats and kindred diseases was 
as follows during the month of February: 

The Junior House had 19 attendances. 

The remaining seven Houses averaged 47.2 attendances. 

An interesting feature which was remarked upon by an entirely impartial 
observer was the complete absence of coughing among these boys during the 
Sunday morning Church Service in Chapel. These 50 small boys from the 
Junior House sit in the front pews and normally during the winter months 
the Padre has to contend with a crescendo of coughing—high-pitched in 
front with the deeper bass notes at the back. The Junior House boys quite 
unconsciously were not joining in the usual coughing chorus! 

This small test was brought to a successful conclusion on March 1 and 
the Junior House boys remained almost free of colds and coughs until 
March 7. By this time the whole School was being swept by an epidemic 
outbreak of influenza which soon included a reasonable share of boys from 
the Junior House although no severe case of influenza developed among 
these boys. 


BRIEF SUMMING UP 
If ‘strepsils’ are administered as in this test a marked reduction in coughs 
and colds may be expected in young boys of g to 10 years of age living 
under healthy conditions but exposed to the normal hazards which can be 
expected in a large boys’ school during the winter months. 
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THE GENERAL PRACTITIONER 
AND INDUSTRIAL HEALTH* 


By J. A. L. VAUGHAN JONES, C.B.E., M.B., C#.B. 
Leeds 


My interest in the subject of industrial health goes back to my student day: 
when part of my vacation was spent in an armaments factory in the 1914-18 
War. I worked at the bench and on the various machines. I assisted in the 
drawing of steel water tubes from red-hot billets. I saw the accidents, too 
many of which could have been avoided—and I wondered. My first general 
practice was in South Wales in a valley of coalmines and tin-plate works, 
and the industrial environment was again thrust upon me. I lived through 
strikes—local strikes, general strikes—and again I wondered. | saw the 
hovels in which families lived and died, and began to realize how the 
environments of work and home were so closely linked together. I saw beds 
which, in the shift system, were never unoccupied and this was in 1924. 
I saw the numerous and severe accidents associated with the mining 
industry, the ill health, the coughs that would not stop, the septic wounds 
which would not heal, the limbs so easily lost, the lives so quickly gone, 
and again one began to realize the implications of work. Were these con- 
ditions so very different in 1924 from those of the early days of the indus- 
trial revolution when Lecky wrote: 

“The sanitary neglect, the demoralization, sordid poverty, the acute and agonizing 
want prevailing amongst great sections of the population of our manufacturing 


towns, can hardly be exaggerated The transitions of industry are always painful, 
but very few: have been so much so as those in the closing years of the eighteenth 
century’? 

My further medical experience in industry has been acquired in Scotland, 
North Wales and Yorkshire, in a wide variety of industries, and everywhere 


I have gone I have found that there is always more to learn. 


rHE BASIC CONCEPT 
The thesis which I propose to propound in this Lecture was admirably 
summarized in the report of the social and preventive medicine committee 
of the Royal College of Physicians of London on ‘Industrial Medicine’ 
(1944). The relevant section of the report first quotes from the National 
Health Service White Paper (Ministry of Health, 1944):— 

“The aim of the new National Health Service will be to provide every person, 
or better still every family, with a Personal or Family. Practitioner, who will be 
able to become familiar with the circumstances of those in his care in the home 
and at work’. 


* The sixth James Mackenzie Lecture, delivered before the College of General Practitioners 
on November 21, 1959. 
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It then continues: 


“This statement is in full accord with the ideals of modern social and preventive 
medicine. It lays a just emphasis on the family as the unit for medical care, but it 
extends the application of medicine to man in his environment, in his work as well 
as in his home. This is the only true basis of a Health Service. . . . The Industrial 
Health Service of the future must be comprehensive and national in its scope. If 
this view is accepted, then it is clear that the Family Doctor has a vital part to 
play in the Service as a part-time Industrial Medical Officer, and that he must be 
trained for this function. The Committee . . . must emphasize their view that in 
a comprehensive Industrial Health Service the General Practitioners, who will be 
in the front line of the proposed National Health Service, ‘the first source of health 
on which the individual will rely’, will also be the main body of the Industrial 
Health Service’ 


The conclusions reached by this committee were well ahead of the times. 


CURRENT COMMENT 
During the last two years a variety of opinions have been expressed on the 
subject. Lord Taylor, for instance, who has done admirable work in the 
evolution of the Harlow Industrial Health Service, has written :— 


‘Good general practice is essentially good medicine wherever it is conducted. 
The large part of industrial medicine is neither more nor less than general practice 
conducted in the context of the factory and other work places’ (Taylor, 1958). 


In a discussion on ‘ The general practitioner, the industrial medical 
officer and the health of the community’, arranged by the Section of General 
Practice of the Royal Society of Medicine, the following views were 
expressed : 

“The principles on which the practice of industrial medicine are based are those 
of general medicine supplied to persons working in a particular environment, and the 
principles of research in industrial medicine are similar to those adopted by 
clinicians: that is, careful observation, recording of observed facts and diligent 
search to explain them’ (Bidstrup, 1959). 

“The title “‘industrial medicine” is confusing and unsatisfactory, for it conveys 
the impression that it is a type of medicine quite different from ordinary medical 
practice. In fact, it concerns the application of clinical knowledge to the problems 
affecting the health and efficiency of the worker in industry’ (Guymer, 1959). 

‘A part-time appointment in industrial medicine offers the general practitioner 
a unique opportunity to observe the environment of his patients . . . In a rational 
system of health care few general practitioners in an industrial city should be without 
a professional interest in a small factory or two, situated conveniently in the practice 
area, where one or two sessions a week will both enlarge and enrich his experience 
of practice, and his understanding of the “industrial patient’’ who is in his medical 
charge and care’ (Pinsent, 1959). 

One more view I should like to quote is that of Herford (1957) :— 

‘Another special department of medicine—in occupational health—is being 
developed, which requires specialist knowledge and skill, which can only be gained 
by study and experience’. 

In my opinion, these points of view, with the exception of Pinsent and 
Herford—admirable though they may all be—suffer from the same error. 
They tend to over-simplify this problem. Too many medical officers, with 
just that limited background and knowledge, were drafted, or wafted, into 
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industry under the Factory and Welfare Order of 1940, and what was the 
result? The result was that during that critical period many of them com- 
pletely failed to prove to employers that what they could contribute to 
industry would pay handsome dividends in the factory or places of employ- 
ment. Herford’s concept is very much nearer my own. Experience in general 
practice is essential, even for the full-time industrial medical officer, and 
is an excellent background on which to build the responsibility of the part- 
time industrial medical officer. But we cannot just loosely dismiss the 
difficulties of this situation by describing the practice of industrial medicine 
as merely general practice in a special environment, certainly not in the 
present state of general practice. It would be different if the emphasis in 
our general practice had changed from its present role of being mainly a 
curative service. 

In the sphere of rehabilitation, the Ministry of Health has urged doctors 
to accept responsibility for what some may call a social function, that ot 
resettlement, but in effect this means that treatment now goes very much 
further and far beyond generally accepted ideas. This additional medico- 
social responsibility is fundamental to our continuing progress and exist- 
ence, and cannot be lightly grasped. Even in the relatively small but 
important matter of giving a certificate of fitness for work, have we accepted 
our proper responsibility? Do we know the work, what it involves and its 
demand on the physical and mental systems of the patient, and its relation- 
ship to his total environment? Do we really know the total environment? 
Too often the answer is NO, and with our present standard of clinical 
teaching it will remain so. Social medicine is not, as it would appear, the 
plaything of those who juggle with statistics and make them prove anything 
or nothing. It must be the background to our medical treatment, and the 
occupational history must be an integral part ef any case notes or case 
papers. 

Leake (1958) has admirably described the reaction of the doctor entering 
industry and how he gains in experience by all his contacts. But what do 
we know about functional analysis, job analysis, that untortunate phrase 
‘light work’? What do we know about the problems of human relations in 
industry, relations with employers, their organizations and the trade 
unions, the ideas of these organizations on the development of industrial 
health services? 


THE SHAPE OF THINGS TO COME 
In June of this year | was privileged to go to Geneva to observe the dis- 
cussion at the International Labour Ofhice Conference on one of the items 
of the agenda: “The organization of health services in places of employ- 
ment’ (I.L.O., 1959). In the main, the conclusions contained in the recom- 
mendations finally approved by the Conference for reference to all partici- 
pating Governments were acceptable to me. It may well shape the pattern 
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of industrial health services all over the world, both in developed and 
underdeveloped countries, for many years to come. With slight variations, 
it could quite easily be accepted as the pattern in this country. The require- 
ments of the recommendations indicate quite clearly the function of the 
doctor in industry, whether he be full-time or part-time, and I sincerely 
trust that this document will receive the publicity it deserves. It is one 
that should be carefully studied by everyone—including general practi- 
tioners—concerned with the future of the industrial medical service. 


TRAINING 

There has been a tendency in medical schools in recent years to eschew 
the teaching of preventive medicine and public health, sometimes on the 
grounds that the new subject, social medicine, will take care of these and 
other aspects. But is this really the case? How often is social medicine 
taught as a subject, or how often is it really taught as it properly should 
be: as an essential part of all clinical teaching and indeed in some pre- 
clinical teaching? The Royal College of Physicians report and other 
authorities state that doctors must be trained for occupational health, but 
the General Medical Council is rightly reluctant, with an already over- 
crowded curriculum, to add to the statutory requirements for a degree in 
medicine. There are those who say that the subject of occupational health, 
like many others, should be left to the postgraduate stage. 

Donald Hunter, in his admirable book ‘Health in Industry’ (1959), 
dealing with the training of medical students, says :— 

‘A good doctor takes into account social and economic factors, conditions of work 
and leisure, standards of housing, clothing, diet and personal habits. He sees the 
injured worker as a breadwinner and the woman in childbirth as a wife and mother, 
the handicapped child as an educational problem and a source of special anxiety 
for the parents. Hence, from the beginning of his training, the medical student 
should be led to embrace the notion of a diagnosis which relates both the physical 
condition and the patient himself to the environment in which he lives, works and 
plays. The environment of a patient may be thought of as psychological, occu- 
pational and socio-economic. . . . Should the teachers of medicine arrange to take 
medical students on visits to factories, docks and mines? Undoubtedly they should, 
but too often they do not’. 

In the British Medical Association’s report on industrial health (1941) 
we find :— 

“That much more emphasis must be placed on medical education, on the rela- 
tionship of industry, health and diseases, and efforts should be made to increase 
the practitioner’s awareness of industrial factors in diseases. . . . In each of the 
main subjects of the curriculum, the student’s attention should be drawn to the 
industrial aspect, and he should be taught to understand the effects of occupation 
on health’. 

It also sets out plans for the postgraduate education of the general practi- 
tioner in industrial health. 

What has been achieved in recent years? In the ordinary curriculum very 
little, and the emphasis—in my opinion, quite wrongly—has been placed 
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on postgraduate training. I am privileged to lecture to final-year students 
on the subject of occupational health, under the guise of ‘preventive 
medicine’, and the amount of interest shown has been most heartening. 
I have been asked for more lectures, but there is no time, and we are 
unable to arrange the visits to industry which we would like because the 
clinicians cannot allow time away from clinical teaching to attain this 
objective. The inclusion of a question with an occupational health aspect 
in the Degree examination means that the interest is maintained, in spite 
of the lecturer, but now we hear rumours that the subject of preventive 
medicine and public health should be removed from Final examinations 
or indeed any Degree examination. Rightly or wrongly in these days when 
examinations are so fundamental, unless there is a possibility that the 
subject will be included in the Degree examination, the final-year student 
is tempted, quite reasonably, to discard or forget all that he thinks is not 
essential for examination purposes. That is why I would prefer to have 
industrial health taught by clinicians—informed clinicians—rather than as 
a separate subject. But until that stage is reached, it will have to continue 
to be a separate subject, taught at present in very few universities and 
medical schools under various guises or subterfuges. In recent years, 
departments of occupational health have tended to close down rather than 
expand, and this trend must be fought, because provision must be made, 
not only for part-time and full-time medical officers, but also for specialist 
medical officers in this particular field. 


THE NEED FOR PROPERLY TRAINED DOCTORS 
There is a demand from all sections of industry—and this was most 
evident at the I.L.O. Conference in Geneva—for properly trained doctors, 
but the emphasis is on training. At the moment, the supply of properly 
trained doctors is not adequate. We must see to it that we can provide 
these doctors, and we must not forget that most of them will be general 
practitioners acting in a part-time capacity. 

The Joint I.L.0./WHO Committee on Occupational Health Report for 
1957 stated that there should be at least twelve hours of formal instruction 
in occupational health for the undergraduate, and defines subjects to be 
covered. It also suggests that the main function of graduate education was 
to train specialists. On the subject of postgraduate education, it speaks’ of 
two main types, and this is most important for the general practitioner who 
wishes to take part in industry :— 


(a) Courses to introduce doctors to medical work in industry so that they may 
use the time they devote to the work to the best advantage. 

(b) Refresher courses, seminars, lectures, medical instruction, and even corre- 
spondence courses, directed to the doctor already in industry. 


It further states that general practitioners should be subsidized to enable 
them to take part in postgraduate education, to enable locum arrangements 
to be made, and the like. 
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The impetus for the development of these courses must come from the 
general practitioners themselves, requesting that they be set up, because 
the response to courses already set up in the past few years has not been 
as overwhelming as it ought to be. Doctors have been rather wary of under- 
taking additional training unless they thought that there was a possibility 
of work in that particular branch awaiting them in the fairly near future, 
and it has been impossible in recent years to assure them that this work 
will be available. It is true that it is only within recent months that arrange- 
ments have been made for financial cover for practitioners taking these 
courses but, under the impetus of probable further developments in the 
fairly near future, we hope to find a change of attitude on the part of general 
practitioners, and I would emphasize once again that it is our bounden 
duty to see that the doctors we offer to industry are properly trained to 
undertake the work. 

I am satisfied that the impetus provided by the industrial health advisory 
committee of the Ministry of Labour and National Service, the employers, 
the trade unions, and certain informed groups of the medical profession 
will stimulate a need for rapid development of industrial health services, 
particularly now that the political parties are using this as part of their 
platform. We must see to it that these are not just Election promises or 
threats. 

FUTURE DEVELOPMENTS 
There are numerous ways in which health services in industry can develop; 
for example :- 

(1) A full-time salaried service, independent of any medical service in this 
country. 

(2) A full-time salaried service, integrated with the existing medical services in the 
country. 

(3) A development of the role and function of the appointed factory doctor. 

(4) A combination of voluntary and statutory services integrated with the existing 
health service of the country. 

Then there are those who are prepared to let industry develop its own 
services in its own good time. 

I just cannot understand why there has been so much reluctance by 
Government departments to accept the responsibility for this growing 
branch of medicine, so much so, that one wonders whether it would not 
thrive better under a public corporation answerable to Parliament. 

If ‘Positive Health’, ‘Preventive Medicine’, ‘Public Health’, ‘Social 
Medicine’ mean anything more than names and if we have accepted our 
responsibility to regard our aim as the care of total man in total environment, 
there can be no excuse for a Ministry of Health with such limited horizons 
that it cannot see the close relationship of man at work with man at home— 
a Ministry with responsibilities for an accident service—which believes in a 
concept of rehabilitation—which does some preventive medicine and yet 
cannot accept the close relationship of preventive and curative medicine as 





THE JAMES MACKENZIE LECTURE 99 


expressed in the association of an industrial clinic with hospital beds. In 
spite of this, I still think that the Ministry of Health should be responsible. 

The Ministry of Labour, in spite of its close association with the Factory 
Department, is not fitted for the role of coordinator or integrator with 
existing health services, but if given the responsibility for the administration 
of an industrial health service, would do it extremely well, provided that it 
accepted a much wider concept of industry than that at present covered by 
the Factory Department. 

Having rather quickly decided Departmental responsibility and in the 
process become liable to a charge of over-simplification, we realize that 
the Service must progress by stages, and that services indeed should be 
tailor-made to suit the differing needs of differing areas and differing 
industries. Clearly, such evolution will require central coordination and 
careful integration with existing services. 


EVOLUTION RATHER THAN REVOLUTION 
I am opposed to revolution in this sphere and prefer evolution, desiring 
to take both employers and workers with us in the further establishment 
of this service. The new towns, such as Harlow, and the new trading 
estates such as Slough, make this achievement more possible, but we must 
not forget the old familiar surroundings which will be with us for too many 
years. Can we introduce health centres for industry in those dark satanic 
mills and similar surroundings? I feel we must, because, grouped round 
these large structures, are hundreds of smaller factories which cannot 


economically support individual medical and nursing services. Mr. Kershaw 
(M.P. for Stroud) in a debate in the House on Health Services this year, 
referring to the Harlow Industrial Health Centre, said :— 


‘For the smaller factories of 200 or less, some such provision should be made 
for industrial health services run by general practitioners, and it may well be that 
we can start on plans of this kind very soon’. 

There was a suggestion at one time that the medical services established 
in a large factory might take care of those smaller factories around it, but 
voluntary grouping in industry, area by area or by industry, has never got 
very far. The industrial health services of Slough and Harlow are not 
typical of British industry, and even they have been bedevilled by problems 
of finance. It may well be that there will have to be a statutory service in 
relation to the small factories and places of work. I regret this, but voluntary 
effort must first be given every facility to undertake the work; if this fails, 
then statutory services must come in. 

A full-time salaried service working on its own would not be acceptable 
to most employers and doctors in this country. A full-time salaried service, 
working in conjunction with the already established health services, would 
not be acceptable to most of the medical profession, and would tend to 
eliminate the general practitioner from any part-time contributions. The 
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third suggestion of an extension of the function of appointed factory 
doctors has obvious merits, particularly as most of these are general practi- 
tioners. Very soon, however, they might develop into full-time industrial 
medical officers and, though I have a very high regard for the full-time 
medical officer, I feel in the nature of things that it is better for this service 
that the work should be divided between full-time and part-time medical 
officers. 
VOLUNTARY AND STATUTORY SERVICES 

I come therefore to my main point, that the most satisfactory development 
of the health service in industry can be evolved by a combination of volun- 
tary and statutory services which must conform to a pattern, and must be 
integrated with the existing health services of the country. There will, of 
course, have to be an increasing number of full-time medical officers, and 
also a considerable increase in specialist medical officers working in this 
particular sphere, but inevitably there should be a gradually increasing 
employment of properly trained general practitioners working part-time in 
the service. Such resistance as there has been in the past to the employ- 
ment of general practitioners will largely disappear if we can provide a 
properly trained person. Coordination must be, not only central, but 
regional and area, and standards must be established and promulgated. 

Equally important is the development of occupational hygiene laboratory 
services, which could be established in conjunction with universities on a 
regional basis, and which must be staffed by experts, not necessarily all 
medical. We must look forward to rapid development in this field if the 
full benefits of medical deployment in iadustry are to be achieved. 


RESEARCH 

The problem of research looms large in questions of industrial health, and 
there is a tremendous amount to be done. Great things have been achieved 
already, but even greater problems remain. Our College has already shown 
by its coordinated experience how much can be achieved in the field of 
research, and I suggest that in this sphere of industry there are many prob- 
lems which can be tackled by the College on the basis of its already well- 
known achievements. Money is bound to be made available for this purpose, 
and, of course, the research projects will have to be coordinated with the 
work of the factory department of the Ministry of Labour and National 
Service, the Medical Research Council and the Department of Scientific 
and Industrial Research. The industrial health advisory committee of the 
Ministry of Labour and National Service has already stimulated research 
projects, and there are many more in the field. 


THE PROBLEM OF HUMAN RELATIONS 
The problems of human relations and communications are very considerable 
in industry. Questions of group and individual morale are matters to which 
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great attention is paid, and industry is realizing that still more attention 
will have to be paid to this important subject to achieve a more contented 
working population and employer group than at present, when we are 
troubled by actions, constitutional or otherwise, which are constantly dis- 
rupting industry. 

Equally, in our own sphere of medicine, the problem of human relations 
is just as important, and I am satisfied that what might have been good 
some years ago when it was thought to be necessary to protect the interest 
of certain practitioners, does not hold good today. I refer to the vexed 
question of special ethical rules for industrial medical officers. Although 
what I have to say may be at variance with the present policy of the ethical 
committee of the British Medical Association, I am satisfied that we no 
longer require special ethical rules for industrial medical officers. The 
ordinary human and professional relationships existing between ourselves 
and colleagues in other branches of the profession must be improved, and 
this does not apply only to industrial medical officers. We are one profession, 
we should be one brotherhood, each accepting the other’s contribution to 
our ultimate aim—positive health in our nation. We recognize the differ- 
ences which inevitably exist, and will always exist because we are so essen- 
tially individualists, but we must develop a group consciousness, a profes- 
sional consciousness. 

I would strongly urge that the past should be forgotten, and that from 
now on we realize that our colleagues in industrial medicine are our col- 
leagues in a noble profession, with whom we can work perfectly amicably 
without any special set of rules governing their conduct, a set of rules which 
has only led to a worsening of conditions and increasing troubles. Inevit- 
ably, as I have already said, there may be incidents and difficulties, but 
these can be ironed out perfectly easily by the adoption of good human 
relationships with the members of our profession, and I hope before very 
long that the ethical rules for industrial medical officers may be swept into 
an appropriate receptacle. Apart from anything else, most of the industrial 
medical officers are general practitioners, and I am satisfied that the average 
industrial medical officer has a fuli sense of ethical responsibility towards 
his colleagues in other branches of medicine, and should be governed by 
the same ethical code which conditions the conduct of the rest of the 
profession. 


SUMMARY 
My aim in this Lecture may be summarized as follows:— 

To point out that informed medical opinion considers that general 
practitioners should play an increasing role in the sphere of industrial 
health. 

To present the up-to-date functions which are an inherent part of his 
responsibility in this particular sphere. 
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To indicate that these responsibilities require adequate training if we are 
to give industry the contribution to which it is entitled. 

To apportion the departmental responsibility for the service. 

To emphasize that future developments in this service should be by 
evolution rather than revolution and by a combination of voluntary and 
statutory services, but that, if voluntary services fail, statutory services 
must be organized. 

Finally, that research in this field is most appropriate work for members 
of our College in cooperation with all the other agencies. 

Lord Moynihan spoke of the doctor’s joy in that he lives in a land of 
advancing frontiers. My final word is one of hope, of increasing oppor- 
tunities to attain by our efforts the ideal of a happy and healthy working 
population in a healthy working environment: a somewhat hackneyed 
phrase, which is not so easily achieved as its triteness would suggest. 
Opportunities for dynamic leadership and dedicated service in a branch of 
medicine which has the greatest potential for expansion. 
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Dr. Annis Gillie (London, W.2).—Maturing involves ageing both in 
tissues and in mind function. Some functions of the mind, e.g. memory, are 
measurable; others, like character and judgment, are not. Deterioration 
must be assessed in relation to the particular mind at its best. The age of 
maximum intelligence is earlier than the optimum age for learning, and the 
best use is made of stored learning at an even later age. The pattern of 
character may be well defined in early middle age but its enrichment goes 
on for much longer. Functionally, there is thought to be an enormous 
cerebral reserve; but, histopathologically, no difference can be found 
between the brains of senile and scholarly old men. Our elderly patients 
show a wide range of mental capacity and an equally wide range (not always 
paralleled) of adaptability. What factors influence the retention of abilities 
so as to compensate for the inevitable physical impairment? 


rwo's COMPANY 

Some patients are very much afraid of approaching death; some become 
apathetic and depressed; some are cheerful, having nothing more to lose. 
Old age is no longer an honoured and respected state. There is less need to 
fear severe poverty; but, no longer squeezed perforce into the family home, 
the elderly live alone and feel unwanted. Even two people make a reason- 
able social sphere; but if the old person has to live alone—especially a man, 
who has not even domestic skills to use—the fear of helpless and boring 
isolation is more insistent than the fear of death. While there is still the 
marriage partner to share life with, physical needs will still be cared for, 
but when alone ill health plus lack of interest lead to progressive mental 
deterioration. The family doctor should remember that such deterioration, 
where the social environment remains good, is a/ways the result of physical 
disorder. If this can be remedied mental alertness may return. 

Much research has lately been done into those mind changes due to age 
which are mewsurable, such as the ability to learn new skills when the usual 
work can no longer be done. Memory, a complex process, is certainly 
slowed down; and so is surface retention of immediate facts (which are 
more easily erased by trivial interruptions in the aged). On the other hand, 
if the mind is kept active its stored memories can be used and added to. 
Short-term memory, necessary for all practical activities, may be the most 
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impaired and it is chiefly this that hampers the older person trying to learn 
new skills. Movements, also, are slower and there is a greater time lag 
between each of a succession of movements, so that many kinds of light and 
apparently suitable work cannot be mastered. Unrealized illness and 
personality defects are other factors. The touchy temper of some ageing 
people is contributed to by dislike of change, fear of becoming helpless and 
being sent to an institution, resentment of help that shows up a disability 
(although withdrawal of such help produces self-pity) and, possibly, the 
physiological effects of anoxia of cerebral cells. 


THE COMPENSATIONS OF OLD AGE 

Old age has its compensations, however, in the less measurable use of the 
mind, especially when good use has been made of the opportunities of 
middle age, such as the development of interests and skills subsidiary to, 
or outside, work. The greater the use of mind or skill in active life the less 
deterioration in old age. Experience, whether in major life issues or in 
skilled movement, leads to economy of effort and easier access to stored 
memory. Detachment also comes with age, so that judgment is less biased 
as well as quicker, but too much experience, too many memories, may 
cloud judgment or lead to rigidity. Selection must be practised before old 
age is reached: selection of suitable work, aids to memory, compensatory 
tricks against disabilities. One must learn to choose what one will remember. 
The older person has also to learn when to stand down although keeping 
his zest for life, and to pick and choose from opportunities; but he will 
usually find it more satisfying to take some physical risk than to stagnate 
through over-caution. The family doctor’s advice can be most valuable here. 

The general practitioner’s part is easier to define than to play. He must 
know his elderly patients in health and visit them regularly, even if infre- 
quently, so that he can spot the insidious early signs of illness and notice 
when change of work or habit become advisable. It is much easier to main- 
tain interest in life, than to revive it once it is lost, in an ageing mind. Each 
of us must think about our own senescence and help our ageing patients to 
do so. Not least should we urge the community not only to provide for the 
physical needs of our elders but also to save them from the living death of 
being inactive, unwanted and unloved, though sentient, men and women. 


MENTAL SUPPORTS IN OLD AGE 
Dr. T. N. Rudd (Southampton).—The increasing incidence of senile mental 
changes amongst old age pensioners for whom so much social effort is being 
made, is a disturbing feature of Western civilization and prompts careful 
inquiry into whether our approach to the problem is the correct one. If 
Robert Browning was right in saying ‘We live by admiration, love and 
praise’, we should no doubt pay more attention to the satisfactions that 
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individuals need to obtain from life. On these the integrity of our psy- 
chological defences depends, and such evidence as we have suggests that 
proper human relationships are of more value in preserving mental health 
than mere mechanical provision of material comforts. 

At the time of retirement many of the satisfactions that life provides tend 
to fail. Work satisfactions may cease abruptly, financial restrictions ensue, 
the friendship of colleagues is interrupted, whilst home life at this period 
is affected by the marriage and movements of children and death of relatives. 
Furthermore, the esteem of the community for a producer is often replaced 
by the equivocal approach made to a ‘non-contributor’. This change of 
climate calls for considerable adaptability, and failure to achieve it may sow 
the seeds of disintegration of personality, especially in men whose place in 
the home is less active than that of their wives. 


‘ELDER REJECTION’ 

The change in type of civilization in recent years has profoundly in- 
fluenced for the worse the popular esteem in which old people are held. 
Youth-values are overemphasized at the expense of those of maturity, and 
age itself, which in former times and other civilizations was an asset, is now 
man’s greatest liability. The unhappy condition of the old person is giving 
rise increasingly to an attitude of ‘elder rejection’ among the younger 
members of the race. This attitude is generally subconscious, but it power- 
fully affects conduct, generally in an unwillingness to give personal service 
to old people or to afford them their rightful place in the community. Even 
more important, the attitude colours adversely the individual’s approach to 
his own old age, and prevents him from making a valid adaptation to 
circumstances, upon which later happiness will depend. 

Forced retirement with loss of satisfactions bears hardly upon such an 
individual. Elder rejection is then likely to turn to ‘self-rejection’ with 
feelings of guilt. As self-esteem diminishes, psychological defences crumble 
with the development of conscious anxiety and intra-psychic panic. With- 
drawal from reality, apathy and disintegration ensue. Such cases, when met 
sufficiently early, urgently require their lost satisfactions to be replaced by 
new ones and to be re-integrated with the community from which they 
have become separated. Management in hospital or the home thus becomes 
a form of substitutional therapy, in which medical, nursing and auxiliary 
staff play their part. Medical treatment and rehabilitation are directed 
towards making a valid re-integration of the patient with his new sur- 
roundings which, so far as possible, are moulded to give full appreciation 
to the principle of the validity of old age as a normal and essential stage 
of life. 

THE PSYCHIATRIST’S APPROACH 
Dr. E. Beresford Davies (Addenbrooke's Hospital, Cambridge).—Increasing 
inelasticity and impairment of recall are paramount features of the ageing 
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mind. There is loss of the power of learning, and of interest in new impres 
sions. There is difficulty in integration of the new with the old. Emotional 
discomfort is less well tolerated, and the incompatibility of new ideas with 
those already long established produces anxiety and irritability. Wisdom is 
the quality which compensates for loss of mental acuity. The maturing 
process is one which develops mental wisdom; ageing is the condition 
where wisdom can no longer compensate for mental deterioration. Physical 
ageing of the brain is the most important factor in producing mental ageing. 
Subtle deterioration begins after the third decade of life; the grosser lesions 
of brain disease are usually seen from the fifth decade onwards. Deteriora- 
ticn is often abrupt. 

Psychiatrists tend to see a selected portion of the ageing population, made 
up mainly of the following groups: 

(a) Those who present frank psychiatric disorders. 

(b) Those who develop a disorder of personality in old age owing to a 
loss of control; some of these patients fall foul of the law with tragic results. 

(c) Those whose deterioration causes anxiety to their relatives and 
doctors. This class includes dominating people, and those who have spent 
lives with much public service. Deterioration in such patients may cause an 
acute social problem. 

(d) A heterogeneous group who have become cut off from society owing 
to bereavement, loneliness, or retirement. 


A SURVEY 
The commonest psychiatric disorders in the elderly are affective psychosis, 
confusional psychosis, and dementia. About half the population of a mental 
hospital today consists of patients over the age of 65, of whom there are 
many more women than men. Relatively few of these are the survivors of 
earlier severe psychoses; most are admissions much later in life. 

Dr. David Clark and Dr. R. A. Pargiter investigated the geriatric problem 
at Fulbourn Hospital in the Cambridge Psychiatric Service between 1954 
and 1959. They have kindly given permission for some of their statistics to 
be quoted. Between October 1954 and January 1959 the admissions of 
patients over the age of 65 rose from 29.5 per cent. to 35 per cent. of the 
total hospital population. From 1948 to 1958 the admissions rose from 68 to 
160. In the year November 1956/1957 there were 87 admissions of persons 
over 70. Their classification was: 

Mainly affective illness a .. 33 per cent. 


Mainly organic illness ¢ + Ske 
Mixed ‘- v on _o ( wscee 


Of these, 33 were discharged, 19 died and 35 remained in hospital. 
There were differences between these patients. The closer a patient lived 
to the mental hospital, the greater was the chance of admission there. The 
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better the facilities for old people generally, irrespective of illness and its 
nature, the less likely was such admission. Proximity and convenience 
therefore may play a greater part in the admission of elderly patients to 
mental hospitals than purely medical considerations. It was further noted 
that a large number in the mainly organic class, for whom other and better 
arrangements could have been made, were also admitted to the mental 
hospital. The beds of general physicians and surgeons tend to become 
overcrowded with elderly patients, many of whom show symptoms of 
mental disorder. Pressure is then brought to bear on psychiatrists to 
classify the patients as mental; such patients are likely to be transferred to 
a mental hospital unless this process is firmly resisted. 


MANAGEMENT IN MENTAL HOSPITALS 

The care of the elderly in mental hospitals has been revolutionized in 
recent years. Electroplexy and modern drugs are used in patients over 8o, 
with satisfactory results. Among the important drugs are chlorpromazine, 
the other promazines, perphenazine, and the mono-amine oxidase inhibitors. 
Chlorpromazine was the first drug in this field, and it remains the most 
effective in certain conditions, particularly states of excitement and agita- 
tion, and the senile paranoid disorders. Excitement, hostility, awkwardness 
and uncooperativeness may be much modified by this drug. 

There are other useful measures which can be undertaken in hospital. 
Stimulatory drugs, insulin, and the vitamin-glucose preparations are all 
valuable. Debilitated elderly patients and those suffering from certain 
toxic or confusional states may be satisfactorily treated by these means. 

Success, however, has brought problems. Years ago it was the practice to 
sedate senile patients heavily with paraldehyde, chloral, bromide, sulphonal, 
and the barbiturates, and there was no management of the patient as such, 
and therefore no problems of management. ‘Today the recovery of many 
elderly patients makes heavy demands upon the ingenuity of staff. Manage- 
ment is becoming more and more specialized. The psychiatric geriatric 
hospital at Haarlem in Holland has such specialized services, and the 
success achieved there is noteworthy. 


SOME GENERAL PRINCIPLES 
Nevertheless, there are certain general principles which may be applied to 
the management of the aged psychiatric patient almost irrespective of the 
facilities or environment. The first principle of care is to free the patient 
from pain, often present to an unsuspected degree. This is particularly true 
of the mental pains such as depression, agitation or anxiety. The treatment 
of pain is a matter first of diagnosis, then of explanation, and finally of 
medication. Few psychiatric conditions of this kind fail to yield to some 
extent to medication. The next problem is that of interest and occupation. 
Some patients ask nothing more than to pass the time as pleasantly as they 
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can. There is a danger that an energetic young doctor may be overenthu- 
siastic in activating such patients by mistaking rehabilitation for manage- 
ment. Others may be distressed by inactivity, particularly a feeling of 
uselessness; great effort is required to give these patients something they 
can make or administer or organize. The third group of patients are those 
who are intensely preoccupied with themselves. This is a difficult group to 
manage because they can seldom be persuaded to take part in communal 
activity; heavy sedation is often required. Nevertheless, it is important 
not to leave these patients on their own, for they can be distressing to 
themselves and others. Another group consists of patients whose minds 
have failed to a very considerable extent. They have often led active, useful 
lives until the time of their illness, and may be above the normal in initiative 
and intelligence. Medical treatment is seldom satisfactory, and it is usually 
wiser to employ heavy sedation. It is necessary to explain carefully to the 
relatives the need for what must appear to them to be the extinction of the 
personality they used to know. 


CONCLUSION 
Although the stress in this paper has been on the need to avoid overstimula- 
tion, the fact must not be overlooked that many aged people have one or 
two remaining interests, and there is everything to be said for their redis- 
covery provided the doctor and nurses do not impose too great a strain on 
the patient. Many patients who have no very active interests may be 


entertained and amused by music or television. It should be recognized that 
rejuvenation is not at present a feasible aim. 

A patient who had led an active intellectual life, but who in his old age 
had become very fond of his pint of beer, and a very inactive existence, was 
urged to broaden his interests and even take a little exercise. His reply to 
this was: ‘I appreciate your advice, doctor. It must be wonderful to know 
so much about health—but I think you will agree with me that as you look 
round you will see more drunkards than old doctors’. 





GENERAL PRACTICE-— 
YESTERDAY AND TODAY 


By a curious coincidence three books came in for review in quick succession 
which, between them, present an interesting picture of general practice 
during the last two hundred years. They came in quite independently 
from three different publishers and in some ways could not be more different 
from each other, but their timing was so apt that they obviously demanded 
to be reviewed together. One is a biography of Edward Jenner, the country 
general practitioner who was responsible for the introduction of smallpox 
vaccination. The second is the autobiography of a nonagenarian general 
practitioner who entered the London Hospital as a student in 1884. The 
third is a novel by a general practitioner in an industrial town. 


EDWARD JENNER 

In these days when biographers so tiresomely ape the worst features of the 
psychoanalysts, it is refreshing to come across a biography which does not 
wallow in the muck-heaps of the Freudian subconscious. Jenner was first 
and foremost a countryman, with acute powers of observation and a retentive 
memory. Therein lay his success as a country doctor and as the introducer 
of smallpox vaccination as we now know it. He may not have been the 
‘discoverer’ of vaccination in that the immunity to smallpox of people who 
had had cowpox had been observed by others, but it was he who was 
responsible for following up the clue and thereby saving untold millions 
from the ravages of smallpox. 

The outstanding merit of this pleasantly written biography is that it 
depicts him in his Gloucestershire setting. Some have cavilled at the 
occasional literary liberties that have been taken in the process, but these 
all ring true. What is equally impressive is that no attempt has been made to 
present him as a man without defects. His standards were those of his era, 
and he could be as high handed in his methods as anyone. The total picture, 
however, is of a typical English countryman who served his country well 
and by his pertinacity earned a deservedly international reputation as one 
of the great benefactors of mankind. 


A NONAGENARIAN 
Dr. Halsted entered the London Hospital as a student in 1884. There he 
was a contemporary of Sir Wilfred Grenfell, became house surgeon to 
Sir Frederick Treves, and lived through one of the most panic-stricken 
eras in the history of Whitechapel—the period of ‘Jack the Ripper’. With 
Grenfell he was active in running one of the first boys’ clubs in the East 
End, and finally joined him for a short period as a medical officer on the 
Dogger Bank to the Deep Sea Mission to the fishing fleets. Before finally 
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settling in private practice he performed a variety of jobs which took him 
to many parts of the world, including Cannes. One of his many entertaining 
interludes was a holiday at Cromer, where he played billiards with Conan 
Doyle (‘a dry old stick’) and acted in amateur theatricals with Henry 
Irving and John Hare. Yet another of his experiences that he recalls with 
relish is teaching Mrs. Lily Langtry, the famous ‘Jersey Lily’, to skate. 

These, and many other, episodes, intermingled with the story of his 
professional experiences, provide a volume of reminiscences which it is 
difficult to lay down before reaching the end. There can be few members of 
our profession who can span such a long period—from the year Lister 
introduced antisepsis to these days of antibiotics and radioactive isotopes— 
and the tale is told with a zest which betokens as active an interest in life 
in his mellow nineties as the author revealed in what the social historian 
loves to call the ‘naughty nineties’. 


GENERAL PRACTICE TODAY 

‘Honour a Physician’ is a brilliant caricature of general practice in an 
industrial town during the ten years that have elapsed since the intro- 
duction of the National Health Service. Like all good caricatures it is based 
firmly on facts. The author is a general practitioner and obviously writes 
from first-hand experience. The armchair critics will say that he has packed 
every possible abuse of the Service into one volume, and that no one 
general practitioner could possibly have encountered them all in the run 
of his practice. Be that as it may, the point is that there is not a single abuse 
mentioned here that has not been encountered on more than one occasion— 
and more usually on repeated occasions—by practitioners during the last 
ten years. 

Whilst the brunt of the attack falls on patients, general practitioners, 
consultants, local authorities, the B.M.A., the Ministry of Health and 
politicians are not spared. ‘Philip Auld’ has a facile pen and one which can 
portray human nature with scathing fluency. The book is not for the 
squeamish layman, but it should be made compulsory reading for all those 
who effervesce so noisomely in and out of Parliament about the Welfare State. 
Although written in the form of a novel it is the most illuminating account 
of the National Health Service that has yet been published. The author’s 
fellow-practitioners will revel in it. If only the habitués of Savile Row and 
Tavistock Square would take its lesson to heart, the outlook for the future 
of medicine in this country would indeed be bright. 


Dr. Fenner of Berkeley. By Dorothy Fisk. London: William Heinemann, 1959. 
Pp. 288. Illustrated. Price 25s. 

Doctor in the Nineties. By D. G. Halsted. London: Christopher Johnson, 1959. 
Pp. 206. Illustrated. Price 18s. 


Honour a Physician. By Philip Auld. London: Hollis & Carter, 1959. Pp. 270. 
Price 16s 





THE AUTHOR OF 
‘THE DISPENSARY’ 
SIR SAMUEL GARTH, M.D., 1661-1719 
By BRIAN HILL 


In the closing years of the seventeenth century the relations between the 
physicians and the apothecaries flared up into one of those violent wars 
in which the chief, indeed almost the only, weapons used by the combatants 
are pamphlets, satires, broadsheets and epigrams. 
THE COLLEGE AND THE APOTHECARIES 

The low level of knowledge of the causes of diseases and their treatment, 
and the consequent use of empirical remedies, made it no difficult matter 
for an ambitious apothecary to glean as much medical learning as the 
ostensibly more skilled practitioner. Some apothecaries actually began to 
prescribe for patients on their own account without reliance on the authority 
of a member of the College of Physicians. More galling still, if a 
doctor threatened to report them they merely retaliated by ceasing to call 
him into consultation so that he lost both patient and fee. No wonder that 
the young entrants to the profession, who had stinted themselves to pay for a 
course of studies and, now qualified, could earn no more than a bare 
pittance, were enraged when they saw these proud and ignorant ‘tradesmen’ 
driving past in their coaches, 

An even greater bone of contention lay in the fact that in 1687 the College 
passed a resolution to the effect that ‘all members of the College, whether 
Fellows, Candidates or Licentiates, should give their advice gratis to all 
their sick neighbouring poor, when desired, within the city of London and 
seven miles round’. This looked well on paper, but when the poor patients 
took the prescriptions to the apothecaries’ shops to be made up, they 
found that they could not afford the charges. In 1696, therefore, the sug- 
gestion was made that the College should itself open a dispensary where 
medicines could be provided for impecunious patients at cost price. This 
was the signal for battle to begin. 


THE COLLEGE DISPENSARY 

The apothecaries, through their organization, protested vigorously against 
this encroachment on what they considered their own territory and 
announced that they would black-list any of their number who agreed to 
undertake the dispensing of drugs under the scheme. Nor was the College 
itself unanimous on the proposal. A number of leading physicians did not 
want to jeopardize the good relations which existed between themselves 
and the apothecaries, taking the attitude that as long as their incomes were 
not endangered, the rest of the profession could go hang. Dispensarians 
and anti-dispensarians were divided into two opposing camps, each of which 
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became more vocal as tempers rose, heaping charges of dishonesty and 
extortion on to accusations of ignorance and obstinacy. Among those who 
came forward in favour of the dispensary were Sir Thomas Millington, the 
President of the College, Sir Hans Sloane and Dr. Samuel Garth. 

‘A WHIG WITHOUT RANCOUR’ 
Samuel Garth, who came of a good Yorkshire family, was born in 1661. 
After attending a school in his native county, he was entered on the books of 


Sir Samuel Garth, from the portrait by G. Kneller. (By 
permission of the Royal College of Physicians of London.) 


Peterhouse, Cambridge, where in due course he took his B.A. and M.A. 
In 1687, he went abroad, as did so many aspiring young scholars, to study 
medicine at Leyden. An M.D. followed in 1691, and he was elected a Fellow 
of the College of Physicians of London two years later. Thereupon he set 
up his plate in London and, in the words of Dr. Samuel Johnson, ‘he was 
soon so much distinguished by his conversation and accomplishments as to 
obtain a very extensive practice’. 

Garth has been described as ‘a Whig without rancour and a bon-vivant 
without selfishness’. Both attributes, together with his wit, recommended 
him to his contemporaries. He became a member of the famous Kit-Cat 
Club and the associate and friend of Swift, Arbuthnot, Gay, Pope and 
Addison (whose doctor he also was). It is true that Sir Richard Blackmore 
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remarked that Garth was a good doctor who wasted his talents on indifferent 
versifying, but Blackmore was an anti-dispensarian, a Tory and a bad 
versifier himself. His was a rare gibe, for complimentary references to the 
Yorkshire physician are to be found in many of his more famous con- 
temporaries’ poems. Alexander Pope, dedicating one of his pastorals to him, 
paid a pretty tribute to his medical skill :— 

‘Accept, O Garth, the muse’s early lays, 

That add a wreath of ivy to thy bays; 

Hear what from love unpractised hearts endure, 

From love, the sole disease thou canst not cure’. 

‘Garth, gen’rous as his muse, prescribes and gives; 

The shopman sells .. . ’ 
added Dryden, in an allusion to the medical warfare then raging; whilst 
John Gay praised Garth’s professional knowledge and his versifying alike :— 

“Whenever Garth shall raise his sprightly song, 

Sense flows in easy numbers from his tongue; 

Great Pheebus in his learned son we see 

Alike in physic and in poetry’. 
Later generations, however, have held a less favourable view of the doctor’s 
poetry. One of his first ventures in literature was the editing of a volume of 
Ovid’s ‘Metamorphoses’ translated by several hands. Dr. Johnson, an early 
critic, brought his heavy guns to bear on the preface: ‘His notions are half- 
formed and his materials unmethodically confused’. Nor was he much 


kinder to Garth’s most famous poem which he said lacked poetic ardour. 


‘THE DISPENSARY’ 


This was “The Dispensary’, published in 1699 in support of the new 
charitable venture by the College. It set out to describe the war between the 
dispensarians and the anti-dispensarians and it is certainly too long and has 
many dull moments. In its day, however, it was immensely popular, and 
one can still find amusing passages in it. Take, for example, Garth’s picture 
of an apothecary’s shop:— 


‘Here mummies lay, most reverently stale, 

And there the tortoise hung her coat of mail; 

Not far from some huge shark’s devouring head 
The flying fish their finny pinions spread. 

Aloft in rows large poppy heads were strung, 

And near a scaly alligator hung. 

In this place, drugs in musty heaps decay’d; 

In that, dried bladders and drawn teeth were laid’. 


When he gets to the battle scenes the enjoyment he took in the writing is 
exuberantly apparent. The shield of one of the principal combatants is richly 


described :— 
‘Around the centre Fate’s bright trophies lay, 
Probes, saws, incision knives and tools to slay. 
Emboss’d upon the field, a battle stood 
Of leeches spouting hemorrhoidal blood. 
The artist too express’d the solemn state 
Of grave physicians at a consult met; 
About each symptom how they disagree, 
But how unanimous in case of fee’. 
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The battle opens and the verse rises to its satiric climax :— 


*The piercing caustics ply their spiteful pow’r; 
Emetics ranch, and keen cathartics scour; 

The deadly drugs in double doses fly; 

And pestles peal a martial symphony. 

Now from their levell’d syringes they pour 
The liquid volley of a missive show’r.. . 

Each combatant his adversary mauls 

With batter’d bed-pans and stav’d urinals... ’ 


ROYAL PHYSICIAN 
In 1702, Garth, who had been called upon a few years earlier to deliver the 
Harveian Oration, became Censor of the College. His professional career 
reached its peak on his appointment as physician-in-ordinary to King 
George I and physician-general to the Army. When he received his knight- 
hood he was dubbed, the story goes, with Marlborough’s own sword. 

Garth’s critics accused him of irreligion as well as loose living, but Pope 
probably expressed the general view of the many friends of this likeable 
man when he remarked: ‘If ever there was a good Christian without knowing 
himself to be so, it was Dr. Garth’. 

Garth has another claim to posthumous fame besides his wit and his 
literary achievements. It was due to his efforts that the bones of Dryden lie 
in honourable interment in Westminster Abbey. When that great poet died 
in impoverished circumstances, his friend had his corpse carried to the 
College of Physicians where he pronounced a funeral oration over it. 


With a more practical assiduity he opened a subscription list to defray the 
cost of the burial. 


THE INQUISITIVE IRISHMAN 
Although Garth was accounted a wit, not many stories have come down to 
us in evidence of his reputation. One of them paints a picture of the doctor 
in the midst of his friends on some convivial occasion. Suddenly he looked 
at his watch and remarked that he must be off to visit a number of his 
patients who were ill. But he did not go, and later when one of the company 
reminded him of the waiting sick, he laughed. ‘It’s no great matter’, he said, 
‘whether I see them tonight or not, for nine of them have such bad con- 
stitutions that all the physicians in the world can’t save them; and the other 
six have such good constitutions that all the physicians in the world can’t 
kill them’. 
Garth was never averse from a jest at the expense of his fellow prac- 
titioners. One of his epigrams runs: 
‘Like a port sculler, one physician plies, 
And all his art and all his skill he tries; 
But two physicians, like a pair of oars, 
Conduct you faster to the Stygian shores’. 
Then there was his amusing rebuke to an inquisitive Irishman. Writing 
a letter one day in a coffee house, Garth became conscious that his neigh- 
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bour was peering over his shoulder and reading every word. Nothing was 
said, however, and the doctor finished his note and signed his name. Then, 
as if on a sudden impulse, he added a postscript in a most legible hand: 
‘I would write you more by this post, but there’s a damned tall impudent 
Irishman looking over my shoulder all the time’. 

The Irishman rose in a fury. ‘Sir’, he cried, ‘what do you mean? Do you 
dare to imply that I looked over your letter?’ 

‘Sir’, replied Garth coolly, ‘I never once opened my lips to you’. 

‘But you have put it down for all that’. 

“Tis impossible, Sir, that you should know that, for you have never 
once looked over my letter’. 


‘LANDING ON SOME SILENT SHORE’ 

And yet, for all his wit and conviviality, he does not seem to have been in 
love with life. One story tells of an attempt at suicide during a severe illness. 
Told by a fellow practitioner that he would never recover his full health, 
he sent for a surgeon and was bled. Immediately afterwards he sent a second 
servant on a similar errand, this time offering his other arm to the lancet. 
As soon as he was alone he removed the bandages with the intention of 
bleeding to death. Loss of blood, however, caused him to faint, and this, 
according to the account, ‘stopped the bleeding’. The sick man passed into 
a sound sleep and awoke next day refreshed and free from pain. 

Something of the same Roman stoicism in the face of death marked the 
doctor’s last illness. ‘I wish’, he murmured to the friends at his bedside, 
‘that the ceremony of death was over’; and he is said to have refused all 
remedies and let the disease take its course. A remark more in character 
was that reported to Dean Swift by one of his correspondents, to the effect 
that Garth said that he was glad he was dying for he was weary of having 
his shoes pulled on and off. 

His death actually occurred in 1719 when Garth was fifty-eight years old. 
His body lies beside that of his wife at Harrow-on-the-Hill. Whether his 
end was more religious than his life is not clear. One story says that the 
dying man sent for Addison and asked him earnestly if the Christian religion 
was true; whilst Pope believed that he was converted to the Catholic faith 
on his death bed. His own best-known lines may serve him as an epitaph :— 

*T’o die is landing on some silent shore, 


Where billows never break, nor tempests roar; 
"Ere well we feel the friendly stroke, ‘tis o’er’. 


EPILOGUE 
As for the physicians’ dispensary which with tongue and pen he so stoutly 
supported, let Dr. Johnson furnish its epitaph: “The poor were, for a time, 
supplied with medicines; for how long a time I know not. The medicinal 
charity, like others, began with ardour, but soon remitted and at last died 
gradually away’. 
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CXLV.—THE PLACE OF BRETYLIUM TOSYLATE 
IN THE TREATMENT OF HIGH BLOOD PRESSURE 


By C. T. DOLLERY, M.B., B.Sc., M.R.C.P. 


Registrar, Department of Medicine, Postgraduate Medical 
School of London 


A FORMIDABLE number of drugs that will lower the blood pressure is now at 
the disposal of the practitioner. Hitherto these drugs have fallen into one or 
other of two main groups: the potent ganglion-blocking agents of the 
quaternary ammonium (hexamethonium, pentolinium) or amine (mecamyl- 
amine, pempidine) type; and the milder pressure-lowering agents with a 
great variety of pharmacological properties (veratrum, hydrallazine, reser- 
pine, chlorothiazide). The ganglion-blocking agents cause both sympathetic 
and parasympathetic paralysis and in consequence patients may suffer from 
dry mouth, constipation, blurred vision and impotence. Despite these 
obvious disadvantages, many patients have had their hypertension con- 
trolled successfully with ganglion-blockers and only a minority have been 
quite unable to tolerate treatment. Frequently drugs in the milder group 
have proved useful as adjuvants to ganglion blockade allowing the dose and 
therefore the unpleasant side-effects to be reduced. Even so, many patients 
who have tolerated ganglion-blocking drugs have been incapacitated to some 
extent by them. Peripheral adrenolytic drugs of the dibenyline type have 
proved to be ineffective except in patients with pheochromocytoma. 

There has been an obvious need for a drug with a selective paralytic action 
on the sympathetic vasomotor fibres. One lead towards a drug of this type 
was TM 10 (Hey and Willey, 1954), which apparently paralysed adrenergic 
neurones. Unfortunately the drug also stimulated the parasympathetic 
system, causing nausea, vomiting and diarrhoea. These effects were so 
marked that the drug was useless as a therapeutic agent (Bain and Fielden, 
1957). Recently two groups of investigators, one in England and the other 
in the United States, have reported trials with new effective blood-pressure- 
lowering agents which have little or no parasympathetic effects. These two 
drugs are bretylium (Boura, Green, McCoubrey, Laurence, Moulton and 
Rosenheim, 1959) and guanethidine (Page and Dustan, 1959). In each case 
the articles referred to are the only published work on clinical trials so that 
evaluation of these new drugs can only be preliminary. Guanethidine is re- 
ported to cause an appreciable incidence of mild diarrhoea and bradycardia 
and to that extent is less satisfactory than bretylium. It is probable that other 
drugs with a selective action on the sympathetic control of blood pressure will 
be marketed but bretylium is the first to be generally available and in this 
review its place in the therapy of hypertension will be assessed. 
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PHARMACOLOGY OF BRETYLIUM 

Bretylium (N-o-bromobenzyl-N-ethyl-N : N-dimethylammonium ion; 
‘darenthin’) is one of several benzyl quaternary ammonium derivatives that 
specifically block the peripheral sympathetic nervous system at the level of 
the post-ganglionic adrenergic neurone (Boura, Copp and Green, 1959). 
This occurs without inhibition of the effects of injected or endogenous 
adrenaline or noradrenaline and without effect on the parasympathetic 
system or the central nervous system. 

Adrenergic neurones in dogs, cats, rabbits and guinea-pigs are blocked 
after addition of small quantities of bretylium. Very large doses of bretylium 
in animals cause a paralysis of voluntary muscle and the block appears to 
be at or near the neuromuscular junction. Local anesthesia follows the intra- 
cutaneous injection of bretylium in guinea-pigs and in man. This is slow in 
onset but very prolonged, lasting for twenty-four to forty-eight hours. The 
effects on the gastro-intestinal tract are unimportant although increased 
salivation in dogs and fecal evacuation in rabbits and guinea-pigs following 
large parenteral doses may be attributable to a diminution of the sympathetic 
component of the autonomic balance. Parasympathetic effects have not 
been observed following oral doses in man and the drug is singularly free 
from unwanted pharmacological effects when given in therapeutic doses. 
Nasal stuffiness occurs as a direct result of vasodilatation following blockade 
of adrenergic neurones but this has not been troublesome in practice. Intra- 
venous doses sometimes cause nausea and vomiting in man but these 
symptoms are transient and there is no direct evidence that they represent 
parasympathetic stimulation. 

Some degree of tolerance probably occurs but experience is too short to 
assess if this will be a major problem. Instances of blood-pressure escape 
after stabilization on a steady dose seem to occur slightly more often than 
with amine ganglion-blockers, but a moderate increase of dose will usually 
re-establish control. 

As bretylium is a quaternary ammonium compound it might be antici- 
pated that absorption from the gut would be incomplete and irregular 
and this is in fact the case. Observations suggest that between 5 and 20 
per cent. can be recovered from the urine in the first twenty-four hours after 
a single oral dose of bretylium iodide. As there is no evidence that bretylium 
is metabolized to any notable degree these figures give some idea of the range 
of absorption. It seems probable that absorption of bretylium is most rapid 
when fasting and slowest after a large meal. This is in accord with experience 
with other quaternary ammonium salts: e.g. pentolinium. Incomplete 
absorption is the main disadvantage of bretylium as a therapeutic agent. It is 
worth remembering that defective absorption is not as dangerous as it is with 
the quaternary ganglion-blockers because bretylium has no tendency to 
cause paralytic ileus. 

The striking specificity of bretylium probably depends upon its selective 
concentration in adrenergic neurones which has been demonstrated in 
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animals using C!*-labelling: eighteen hours after a dose of bretylium, 
adrenergic neurones contained much more of the drug than any other tissue. 
High concentrations were also found in sympathetic ganglia and moderate 
amounts in the adrenal glands and the spleen. A small amount of bretylium 
could still be detected in adrenergic neurones ten days after a single dose. 


DOSE AND METHOD OF ADMINISTRATION 
Bretylium is available as scored 200-mg. tablets of the paratoluene- 
sulphonate salt. The optimum dose schedule is variable. Theoretically the 
long persistence of bretylium in adrenergic neurones could allow widely 
spaced doses and in a small number of very sensitive patients a single nightly 
dose of 100 to 200 mg. is sufficient to give good control of blood pressure 
throughout twenty-four hours. Most patients require larger doses than this 
and as the tablets are quite large it is convenient to give the drug in two or 
three divided doses each day. Dividing the dose also gives a more uniform 
hypotensive effect in patients having the larger doses. Most patients are 
controlled by 600 to 1800 mg. daily. The starting dose is best kept small and 
300 mg. daily is satisfactory. This can be increased by 100 to 200 mg. daily 
until the optimum dose is reached. The greatest reduction of blood pressure 
usually occurs on first rising in the morning, and if the morning dose is 
taken before breakfast troublesome hypotension often occurs. This is almost 
certainly due to rapid absorption from the fasting gut, and it can be mitigated 
by taking the dose after meals or by reducing the morning dose. 

Sudden falls of blood pressure have occurred occasionally in patients 
on a stable dose of bretylium. Probably these result from absorption of a 
higher proportion of the oral dose than usual. Patients with greatly impaired 
renal function tend to accumulate the drug. For several days after stopping 
treatment they may show a fall of pressure on standing. In such patients 
the dosage should be increased very slowly. 

As bretylium is strikingly free from side-effects there is no reason why 
very large doses should not be given but in practice ten tablets daily (2 
grammes) seems to be the limit which most patients are willing to take. 
A small number of patients require a larger dose than this; if they do, 
chlorothiazide may be useful as an adjuvant. Chlorothiazide increases the 
sensitivity to bretylium but rarely as dramatically as it may do with pem- 
pidine and mecamylamine. In resistant cases combination with ganglion- 
blocking drugs may be worth trying. 


INDICATIONS 
It is inappropriate to treat every patient whose blood pressure is above some 
arbitrarily defined upper limit of normal. In practice most patients fall into 
one of three groups: those in whom treatment is mandatory; those in whom 
treatment is very desirable; and those in whom treatment is usually not 
desirable. ‘Treatment is mandatory in all patients with malignant hyper- 
tension (papillaedema) and in those with retinal hemorrhages and exudates 
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without papilledema. Impaired renal function is not necessarily a contra- 
indication to treatment and patients in advanced uremia may have a worth- 
while amelioration of symptoms although the prognosis is bad. In a few 
uremic patients renal function deteriorates sharply when pressure is 
lowered and frequent blood-urea measurements are essential while treatment 
is established. Pressure-lowering treatment is very desirable in cases of 
hypertensive heart failure and in patients with nephritic hypertension. 
Hypertensive heart failure can often be controlled with digitalis and diuretics 
alone, but recurrent heart failure is best avoided by lowering the blood 
pressure. The case for treating hypertension secondary to chronic glomerulo- 
nephritis or pyelonephritis is a strong one, for the raised blood pressure 
accelerates the deterioration of renal failure (Wilson and Abrahams, 1957). 
Hypertension in pregnancy responds to bretylium but only a few cases have 
so far been treated. 

Patients with a clear-cut indication for treatment are a small minority of 
those seen with a high blood pressure. In most of the remainder who have 
so-called ‘benign essential hypertension’ it is impracticable to contemplate 
treatment. Although the prognosis is often far from benign, it is measured 
in years or tens of years in contrast to the severer forms when it is a matter 
of months. The asymptomatic patient should not be treated if the heart size 
and electrocardiogram are normal. If the heart is enlarged, however, and 
there is electrocardiographic evidence of left ventricular strain, there are 
grounds for treatment. Hypertensive symptoms, for example headaches, 
visual impairment and dyspneea, are usually associated with retinitis or heart 
failure, and if they are not they often do not respond to pressure reduction. 
It is important not to cause a cardiac neurosis by drawing disproportionate 
attention to a chance finding of a high pressure. Some patients with benign 
essential hypertension, however, will insist on treatment, and, provided they 
understand the implications, treatment cannot reasonably be withheld. 

Naturally, in those patients in whom the decision is not clear-cut the 
individual practitioner will differ somewhat in the selection of those to be 
treated. Young hypertensives have a particularly poor prognosis untreated 
and in such cases treatment may be advisable at much lower pressure levels 
than in older people. Any patient who is threatened with lifelong dependence 
upon a pressure-lowering drug deserves the most careful scrutiny for 
surgically remediable causes of hypertension. 

The presence of vascular disease of the brain or heart substantially in- 
creases the risk of treatment. Some patients with angina are improved when 
pressure is lowered, some are made worse; caution is essential. There is a 
real danger of causing a stroke or a myocardial infarction as a direct result 
of treatment. There is no doubt that the irregular absorption of bretylium 
does increase the possibility of these therapeutic disasters. In patients with a 
history of occlusive vascular disease it may be wise to keep to pempidine 
or mecamylamine which, being fully absorbed, have a more predictable 


action. 
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THE CHOICE OF ANTIHYPERTENSIVE DRUG 

There can be no absolute rule about the choice of drug for a particular 
patient but some general guidance can be given. The practising physician 
will find it most useful to select one or two of the many drugs available and 
become thoroughly conversant with their properties. The quaternary ammo- 
nium ganglion-blockers (e.g. hexamethonium, pentolinium) are still very 
useful when immediate reduction of blood pressure is essential; e.g. in 
severe hypertensive heart failure and malignant hypertension. They are best 
given by subcutaneous injection and, after the pressure has been controlled, 
the patient can be transferred next day to an oral régime for long-term 
treatment. 

For oral maintenance treatment of hypertensives bretylium is probably 
now the drug of first choice except in patients with vascular disease. If it 
proves ineffective in doses of 2 g. or more daily, it is reasonable to add 
chlorothiazide, 1 g. daily, and potassium chloride, 3 g. daily. Potassium 
depletion occurs in a high proportion of patients receiving daily chloro- 
thiazide and it is particularly hazardous if the patient is digitalized, as hypo- 
kalamia increases the toxicity of digitalis. As potassium salts cause nausea 
and stomach pain the serum potassium should be checked periodically, for 
the patient may omit the potassium supplements. A small proportion of 
patients is not controlled by bretylium and chlorothiazide, and pempidine 
provides the best alternative. Pempidine is best given as a four times daily 
oral dose; as it is a ganglion-blocker the usual parasympathetic effects must 
be expected. 

There is still a place for reserpine in the treatment of mild hypertensives 
but doses of this drug should be small to keep the incidence of depression 
as low as possible. Chlorothiazide by itself has been disappointing despite 
some optimistic claims; it is useful in patients who have had a previous 
sympathectomy which has ceased to be effective. 

The advent of a new drug raises the question of whether or not patients at 
present on other therapy should be transferred to it. Patients who have good 
control of pressure with a ganglion-blocking drug, and who have little 
trouble with side-effects, should not have their treatment altered. If, 
however, parasympathetic effects are rendering a patient’s life miserable he 
or she should be offered transfer to bretylium. Some of these patients who 
have submitted to unremitting ganglion blockade for years are almost 
lyrical in their enthusiasm for bretylium. It should be made clear that 
transfer is not always a simple matter, as control may be lost in the transition 
period. Frequent observations of blood pressure are essential and this is best 
done in hospital. Hard-won improvements in retinitis and heart size can be 
lost in a few days of uncontrolled hypertension. 


MANAGEMENT OF THE HYPERTENSIVE PATIENT 
Since the introduction of hexamethonium ten years ago it has been possible 
to control the blood pressure of the majority of hypertensive patients. The 
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advances in drug therapy since that time have made the task of both doctor 
and patient easier but they have not changed the fundamental problem 
which is to strike the delicate balance between uncontrolled hypertension 
and disabling hypotension. Effective control depends upon the presence of 
exactly the right amount of sympathetic paralysis and the drug dose required 
may vary because of changes in environmental temperature, fever, or the 
development of tolerance. It is rarely possible to keep a patient on the same 
dose of drug over a period of years and maintain adequate control of blood 
pressure. There is no reason to believe that bretylium will differ from its 
forerunners in this respect. The treatment of high blood pressure is lifelong 
and demands continued supervision from the doctor and cooperation from 
the patient, and both must understand this from the start. Irregular treat- 
ment is both expensive and useless. 

The preliminary investigation and treatment is best done as an inpatient 
in hospital because frequent changes may be required until the optimum 
dose is found. Outpatient maintenance treatment is ideally managed in a 
special clinic but at present these exist in only a few large centres. Careful 
supervision is difficult in the hard-worked general outpatient clinic or 
surgery but it undoubtedly can be achieved if the need is realized. Routine 
examination at follow-up visits must include at very least a record of the 
standing blood pressure and examination of the retina in patients who have 
had retinitis. If control is good, three- or six-monthly visits may suffice but 
if it is poor frequent visits are essential until the blood pressure is reduced. 
It is important that the treatment of heart failure and angina should not be 


neglected, and the proper use of digitalis, diuretics and coronary vasodilators 
will add to the patient’s gratitude and his future cooperation. A yearly check 
with a chest x-ray and electrocardiogram will provide further objective 
evidence of progress or the lack of it. The patient should be aware of the 
more important hazards, particularly postural hypotension, and this can be 
arranged conveniently if the hospital supplies a typed instruction sheet. 


CONCLUSION 
The treatment of hypertension may be arduous and time-consuming but 
the results are often dramatic. In hypertension, perhaps more than any other 
field of medicine, the results are closely related to the amount of effort 
undertaken by the doctor. 
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CALLING THE LABORATORY 
I—RENAL FUNCTION TESTS 


By A. R. HARRISON, M.D., M.R.C.P. 
Assistant Physician, St. Peter's, St. Paul’s and St. Phillip’s 
Hospitals, London 


THE prime function of the kidney is to defend the stability of the extra- 
cellular body fluids, whose volume and composition remain practically 
constant. To fulfil this function the kidneys perform various tasks which are 
carried out in different parts of the nephron. The excretion of nitrogenous 
metabolites is achieved by the formation of a large volume of glomerular 
filtrate which is virtually a protein-free replica of plasma. The tubules con- 
serve water, glucose and electrolytes by reabsorbing them from the filtrate, 
and by their capacity to vary the rates of reabsorption of both water and 
electrolytes they defend the composition of the extracellular fluids against 
changes in water and salt intake. Certain foreign substances are excreted by 
the tubules into the urine; and, since the tubules synthesize ammonia and 
hydrogen ions which they exchange for filtrate sodium and potassium, the 
kidneys can eliminate acid metabolites without depletion of the body’s 
alkali reserve. 

In view of the multiplicity of renal activities, detailed assessment of renal 
function would involve many different tests. Fortunately, the over-all 
efficiency of the kidneys can be estimated sufficiently accurately for most 
clinical purposes by a few simple tests. 

It is unwise to rely on any single test. ‘To give examples: a raised blood 
urea is not necessarily due to damage to the kidney itself, and inability to 
form a concentrated urine may be the result of diabetes insipidus. A com- 
bination of these findings, however, almost certainly indicates that renal 
damage is present. 


THE PRINCIPLE OF CLEARANCE TESTS 
The clearance of any substance may be defined as the minimum volume of 
plasma which must be completely cleared of the substance in order to 
provide the amount excreted in the urine in one minute. It is calculated 
by the formula: 
U x V where l concentration of the substance in the urine (mg./100 ml.) 
<a V urine formed per minute (ml./min.) 

P P concentration of the substance in the plasma (mg./100 ml.) 
The clearance values will vary with different substances according to the 
way in which they are handled by the kidney. 

Since the concentration of substances in the glomerular filtrate is the 
same as in the plasma, the clearance of a substance such as inulin, which 
is neither excreted nor reahsorbed by the tubules, will be the same as the 
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glomerular filtration rate: that is, about 130 ml. per minute. The clearance 
of urea will be less than this since part of the filtered urea is reabsorbed from 
the tubules. 


TESTS OF GLOMERULAR FUNCTION 
The process of glomerular filtration is impaired in any condition leading 
to renal circulatory failure, such as: severe hemorrhage, shock or de- 
hydration; if a large number of glomeruli are destroyed, as in chronic 
nephritis; when there is decreased permeability of the glomerular capillary 
walls, as may occur in acute nephritis; or when there is back pressure from 


obstruction to the lower urinary tract. 

When glomerular filtration is impaired the level of the blood urea and 
other nitrogenous metabolites will rise and the urea, creatinine and inulin 
clearance rates will fall. Only the blood urea and urea clearance will be 
discussed, for, although the glomerular filtration rate can be measured 
accurately by the inulin and creatinine clearance tests, in ordinary clinical 
practice there is no advantage in knowing the precise rate of this process. 


BLOOD UREA 
Sample required.—The estimation is usually performed on whole blood. 
About 5 ml. should be collected into a tube containing a small quantity of 
potassium oxalate. Ammonium oxalate must not be used as an anticoagulant. 

Normal values.—20 to 40 mg./100 ml., but figures of 45 to 50 mg./100 ml. 
may occur if protein intake is exceptionally high. 

Interpretation of results.—Although a rise in blood urea is almost in- 
variably due to impaired renal function, this does not mean that there is 
necessarily disease of the kidney itself, for, as already mentioned, failure to 
eliminate urea may be due to pre-renal or post-renal causes. The significance 
of a raised blood urea can therefore only be interpreted against the clinical 
background. It must also be remembered that values within the normal 
range do not exclude renal disease, for the kidneys have a large functional 
reserve and the blood urea does not become raised until the glomerular 
filtration rate is approximately halved. This test is valuable in cases with 
anuria or urinary obstruction, when it is impossible to obtain urine samples. 
Serial estimations can provide useful indications of progress in all forms of 
glomerular failure. 


UREA CLEARANCE TEST 

This test is widely used but is somewhat complicated to understand and 
interpret because the proportion of filtered urea which diffuses back into 
the bloodstream varies with the rate of urine flow. When this exceeds 2 ml. 
per minute the maximum clearance is reached, but when it is less than 2 ml. 
per minute the clearance falls progressively with decreases in the rate of 
urine formation. 

Procedure.—The test is best carried out about two hours after the patient 
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has taken a light carbohydrate breakfast. Since it is better to utilize the 
maximum urea clearance than the so-called ‘standard’ urea clearance, the 
patient should be given two glasses of water about half-an-hour before the 
test begins. At, for example, 10.00 hours the patient empties his bladder com- 
pletely and the time is noted to the nearest minute. An hour later the patient 
again empties his bladder completely and the time is noted and the specimen 
saved. At about this time a sample of blood is taken for estimation of blood 
urea. At approximately 12.00 hours the patient empties his bladder again, 
the time is noted and this specimen is also saved. Since the pathologist 
needs to calculate the volume of urine formed per minute he must be told 
the exact times at which the bladder was emptied and the exact volume of 
each specimen. If this is done it is unnecessary to send the whole of each 
specimen to the laboratory, as 25 ml. will be amply sufficient for urea 
estimations. As urea may be rapidly decomposed by bacterial action the 
urine may be preserved with a little toluene or by using about 1 ml. of 
concentrated hydrochloric acid per 100 ml. of urine. 

Normal value.—This averages 75 ml. per minute, but when the urine 
flow is less than 2 ml. per minute the normal clearance rate is 54 ml. per 
minute. This is termed the ‘standard’ urea clearance rate. 

Interpretation of results—For no very good reason results are usually 
expressed as percentages of the average normal values. Readings above 75 
per cent., and in old people 60 per cent., can be regarded as normal. Values of 
40 to 60 per cent. indicate mild impairment of renal function, 20 to 40 


per cent. moderate impairment, and below 20 per cent. severe impairment. 
It is obvious that considerable inaccuracies will result from incomplete 
bladder emptying or from faulty timing and measurement of specimens, and 
such errors should be suspected if there is much difference between the 
results obtained in the two collection periods. The test is valueless in 
patients with bladder-neck obstruction and a large residual urine. 


TESTS OF TUBULAR FUNCTION 

The kidney is able to act as a regulatory organ because the rate of certain 
tubular activities can vary according to the body’s needs. For example, if 
water intake is restricted the tubules will elaborate urine which has a 
considerably higher total concentration of solutes than the plasma, whereas 
if water intake is abundant the urine will be less concentrated than plasma. 
Impairment of this capacity to vary the urinary concentration is an early 
sign of many renal giseases. Indeed, in some cases of chronic pyelo- 
nephritis, and in the recovery stage of acute renal failure, inability to form 
a concentrated urine may be evident when the blood urea is normal. 


URINARY CONCENTRATION OR WATER DEPRIVATION TEST 
The simplest means of estimating urinary concentration is to measure its 
specific gravity. If a random early morning specimen of urine which is free 
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of glucose or protein has a specific gravity of 1020 or more, renal tubular 
damage is unlikely and it is unnecessary to perform the water deprivation 
test. 

Procedure.—On the day before the test the patient is allowed no fluids 
after 16.00 hours and has a dry supper. Any urine passed during the night 
is discarded, and on awakening the bladder is emptied and the specimen 
saved. Two further specimens are passed, one and two hours after waking, 
after which fluids are allowed. The specific gravity of all three specimens is 
measured. If the volume of any specimen is too small to float a urinometer 
it may be diluted with an equal part of distilled water and the final two 
figures of the reading multiplied by two. It is advisable to calibrate the 
urinometer with distilled water, for many instruments are inaccurate. 
Furthermore, readings should be taken at the temperature for which the 
instrument is designed (usually 60°F. [15.5°C.]). The test should not be 
performed on patients who are known to have severe renal damage, for 
uremia may be precipitated by the dehydration. 

Interpretation of results —The specific gravity should be not less than 
1025 in at least one of the three specimens, though in elderly subjects the 
figure of 1020 can be regarded as normal. In cases with severe renal damage 
the specific gravity of the urine may become fixed at 1010: i.e. the same as 
protein-free plasma. Results will be unreliable in patients with cardiac 
insufficiency if they happen to be eliminating cedema fluid at the time of 
the test. 

SOME SIMPLE OBSERVATIONS 
In conclusion, it should be remembered that the integrity of renal function 
can be assessed by means of a few simple observations. If the average 24-hour 
urine output is only about 800 ml. and the blood urea is normal, then renal 
function cannot be impaired. Similarly, if the blood urea is normal and the 
specific gravity of a casual early morning specimen of urine is 1020 or more, 
then again renal function is probably intact. 





REVISION CORNER 
TIC DOULOUREUX 


Tic douloureux is a chronic progressive disease of unknown pathology, 
whose sole constant feature is brief paroxysms of severe unilateral tri- 
geminal pain, with certain precipitants. The name ‘chronic paroxysmal 
trigeminal neuralgia’ is precise but tongue-twisting. “Trigeminal neuralgia’ 
covers a variety of maladies, makes for wrong treatment and should be 
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abandoned. The traditional specific name, which should be kept, is tic 
douloureux. 

When he first seeks advice about this disease, the typical sufferer is an 
otherwise healthy working person whose doctor, by inquiring briefly into the 
details of his symptom and referring him to a suitable specialist, can spare 
him much disabling torment. This admittedly rare opportunity is not always 
promptly taken; diagnosis by exclusion still survives, and therapeutic action 
is still authoritatively discountenanced by such misstatements as this, 
from a famous work of reference: “There is no known cure for paroxysmal 
trigeminal neuralgia’. ‘The aim of this article is to emphasize positive 
diagnosis and offer a small, practical selection from the many differential 
diagnoses and methods of treatment. 


DIAGNOSIS 

Tic douloureux has its onset most commonly in the sixth decade, being 
found in females nearly twice as often as males, on the right side nearly 
twice as often as the left (independently of handedness) and in the lower 
two trigeminal divisions much more often than the ophthalmic. In many 
cases it occurs in bouts lasting weeks or months, with remissions lasting 
weeks, months or years, and in nearly all it gradually becomes more intense, 
more frequent, and more widespread within the affected half of the face. 
In approximately 4 per cent. of cases the patient has disseminated sclerosis 
or a chronic spastic paraplegia, and in 1 per cent. or more a near relative 
with tic douloureux. There are five essential features on which the diagnosis 
is based: the pain is (1) unilateral, (2) trigeminal, (3) severe, (4) paroxysmal, 
and (5) precipitated. 

(1) When first complained of, it is nearly always strictly confined to one 
side. In about 5 per cent. of cases it ultimately becomes bilateral, but is 
then unequivocally so, and any pain which crosses the mid-line ‘a little 
way’, or ‘perhaps’, or ‘at its worst’, belongs to some other disorder. Some 
patients have a perplexing habit of pointing to both sides of the face when 
they mean only one. 

(2) Though always centred within the trigeminal area, the pain may 
radiate a few centimetres behind the ear, down the neck or into the throat. 

(3) In general it is described as piercing and burning, and is obviously 
severe, but some deny its severity so long as it remains brief and infrequent. 

(4) When it becomes frequent some call it continuous, doubtless because 
it is making them continuously unhappy; but in fact it begins suddenly, 
lasts some seconds or minutes and ceases suddenly or dies away rapidly. 

(5) Of the many recorded precipitants, most are jaw movements, tactile 
stimuli or causes of peripheral vasoconstriction, and prominent among 
them are talking, eating and washing the face. At first they may all be 
genuinely absent or unnoticed, and one meets patients who say throughout 
that nothing brings the pain on, using instead such phrases as: ‘When it’s 
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on I can’t eat’. One precipitant is not enough for diagnosis, unless all other 
features are entirely typical and convincing. 

Physical examination reveals no significant abnormality, and in particular 
no tenderness near the mental, the infra-orbital or the supra-orbital foramen. 


DIFFERENTIAL DIAGNOSIS 

In their earliest stages it is not always easy to distinguish between tic 
douloureux and dental pain, which is often precipitated by chewing or by 
the presence of hot, cold or sweet substances in the mouth and which, 
though usually prolonged, can be truly paroxysmal while a pulp is dying. 
Since dental disease is exceedingly common, it follows that many people 
with tic douloureux need attention to their teeth; but it does not follow 
that anyone seeking relief from established tic douloureux should ever be 
kept waiting in the hope that his dentist will put everything right. (Some- 
times a patient insists on extraction of a healthy tooth before consenting to 
appropriate treatment.) Discovery and drainage of an infected nasal sinus, 
however desirable in themselves, will help equally little. A previous opera- 
tion on a tooth or a sinus may have caused traumatic neuritis, whose symp- 
tom is a constant disagreeable tingling, usually with some sensory loss. 
The pain of temporo-mandibular arthrosis is mostly of moderate severity, 
seldom radiates far beyond the pre-auricular area, and is produced by jaw 
movements. On examination these are restricted, and during them some 
patients are aware of a clicking or grating sensation or sound. Cancer of the 
mouth, the pharynx or a nasal sinus commonly gives rise to incessant facial 
aching or discomfort, sometimes in an area which testing shows to be 
anesthetic. 

Post-herpetic neuralgia is recognized by a history of vesiculation, by 
residual scars and by sensory loss in their neighbourhood (though any of 
these may be slight); it is a perpetual hot itching, on which unprecipitated 
shooting sensations are superimposed. Migrainous neuralgia or facial mi- 
graine is unilateral, trigeminal and severe, but lasts without interruption for 
an hour or more and is unprecipitated. Glossopharyngeal neuralgia, though 
extremely rare, must be mentioned because it is the most difficult of all 
differential diagnoses; it is centred in the tonsil, the pharynx and the ear- 
drum, is paroxysmal and is precipitated by swallowing or coughing, but not 
by touching the face. Very rarely indeed true tic douloureux is associated 
with an acoustic neuroma or other posterior-fossa tumour. ‘Atypical facial 
neuralgia’ is the name illogically given to the unclassifiable residue of facial 
sensory symptoms, which as a rule are prolonged or incessant, cross the 
mid-line and radiate far outside the trigeminal area. To psychiatrists most 
of them seem to be of obscure bodily origin, to physicians psychogenic. 

TREATMENT 
No medical cure exists as yet. Every few years this time-wasting fallacy is 
revived: within a group of sufferers, the worst afflicted are sent to neuro- 
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surgeons, while those who can wait receive a new remedy, with quickly 
announced ‘success’; in other words, what is mild is mild. There is neither 
proof nor disproof of the usefulness of Gowers’s mixture, vitamin B,,, 
diphenylhydantoin, mephenesin or stilbamidine, a toxic substance whose 
intravenous administration is followed, after a delay of roughly 40 to 150 
days, by trigeminal sensory impairment and dysesthesia, both of course 
bilateral. In this sphere confusion will reign so long as editors publish 
therapeutic claims unsupported by controlled clinical trials. Meanwhile, 
since vasoconstriction and emotion are precipitating factors it is reasonable 
to prescribe, for palliation only, (1) a vasodilator such as nicotinic acid, 
50 to 100 mg. four times a day, and (2) phenobarbitone, 30 mg. twice daily. 
If the paroxysms are exceptionally long there is a place for (3) trichlor- 
ethylene, to be inhaled from crushable ampoules. 

Peripheral injections of alcohol are given in the foramen ovale, near the 
foramen rotundum, in the infra-orbital foramen or into the nerves above 
the supra-orbital ridge, the resultant sensory disturbance lasting six months 
or less. The pain has been known to disappear for longer, but on its return 
there is usually unanimous regret that it was not permanently abolished. 
Numbness due to a peripheral lesion is less positively unpleasant than that 
due to destruction of the trigeminal sensory root, and therefore past 
acquaintance with it misleads rather than guides anyone hesitating whether 
to be radically treated. In the course of some mandibular-nerve injections 
alcohol unexpectedly reaches the sensory root, causing unwanted permanent 
anzsthesia of all three divisions. Nevertheless, peripheral injection is occa- 
sionally justified. 

Percutaneous alcohol injection of the sensory root (said less accurately to 
be of the Gasserian ganglion) was invented in 1910 but has since been im- 
proved, especially by radiological control. In experienced hands, at a single 
attempt, it gives life-long anesthesia and cure to approximately go per cent. 
of unselected patients, with no appreciable death rate. The passage of the 
needle point through the foramen ovale is rendered painless with nitrous- 
oxide inhalation, admission to hospital is seldom necessary, and conva- 
lescence amounts to a day or two at most. Some failures are followed by 
long spontaneous remissions, which tend to be mistaken for successes while 
they last, and so keep up the false notion that ‘ganglion’ injections have 
to be repeated every two or three years. 


MAJOR SURGERY 
Cure was first made practicable in 1890 by gangliectomy, with a mortality 
of at least one in ten and often the loss of an eye. (Warnings are still issued 
against this obsolete trigeminal operation as if there were no other.) 
In 1901, Frazier introduced total subtemporal rhizotomy, which in the best 
hands, and in cases to some extent selected, has a death rate of 0.5 per cent. 
and a long-term relapse rate of 2 per cent. With sensory-root injection, 
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however, it shares two major disadvantages: permanent dysesthesiz in 
most cases and neuroparalytic keratitis in about 5 per cent. Avoidance of 
these has been the main motive for all subsequent innovations, which might 
otherwise seem a pointless series of backward steps. 

In 1914, Frazier began to use partial subtemporal rhizotomy, sparing the 
ophthalmic division and the corneal reflex but raising the relapse rate to 
8 per cent. 

For suboccipital rhizotomy the death rate in the best hands is 2 to 3 per 
cent. and the relapse rate 15 to 20 per cent. 

For medullary tractotomy the figures are less reliable, but the death rate is 
probably at least 4 per cent. and the relapse rate at least 25 per cent., with 
a new risk of arm ataxia on the side of operation. Twice in every three times 
this is the right side, and therefore not much less often the side of the master 
hand. Since it also achieves analgesia most easily in the ophthalmic division 
and least easily in the mandibular, tractotomy best suits the side and the 
division least liable to tic douloureux. The incidence of keratitis is reduced 
considerably by suboccipital rhizotomy and almost to zero by tractotomy, 
but dyszsthesiz remain. 

Trigeminal ‘decompression’ and compression are abortive forms of sub- 
temporal rhizotomy, whose mortality therefore they are bound to share. 
Except unintentionally, they lead to no sensory loss, no dysesthesia# and no 
keratitis; in my opinion they also yield no likelihood of lasting relief. Such 
procedures, like medical remedies, ought to be subjected to controlled 
clinical trials. 

CHOICE OF TREATMENT 

Choice of treatment must be flexible, but the paramount need is for a 
definitive cure, which only rhizotomy, sensory-root injection or tractotomy 
will provide, for only they interrupt the centripetal pain fibres originating 
from the trigeminal ganglion. In view of its great safety and high cure rate, 
sensory-root injection should be tried first; if it fails subtemporal rhizotomy 
should come next; but repeated unsuccessful injections are highly unde- 
sirable, for they spoil the subtemporal approach and make the suboccipital 
necessary. 

Sight is sometimes the decisive factor. 


Of two men recently seen by me, each had only one useful eye, which was the 
left, and each had left-sided tic douloureux. One, with the mandibular division 
affected severely, the maxillary mildly and seldom, and the ophthalmic not at all, 
was by his own choice given a mandibular-nerve injection; but the other, a right- 
handed clerical worker facing penury if he lost his job, and with the ophthalmic 
division alone affected, was advised to undergo medullary tractotomy. 

For the bilateral form of the disease, bilateral rhizotomy or sensory-root 
injection can be employed if necessary, for there is then remarkably little 
difficulty in eating and none in talking, nor is the proportion of dissatisfied 
patients any higher than among those cured of the unilateral form. In some 


bilateral cases one side never becomes severely affected. 
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POSTOPERATIVE COMPLICATIONS 

Of those who have the sensory root successfully injected, about 10 per cent. 
are discontented, mostly blaming dyszsthesia, and after rhizotomy or 
tractotomy the results are almost certainly similar. Follow-up by interview 
has some power to mitigate this discontent. In the care of the numb eye 
the watchword must be ‘Let well alone’; shades or shields inflict the damage 
they are meant to stop, but a protective side-piece can well be fitted to 
spectacles. The sign of keratitis, which the patient must be taught to recog- 
nize, and report immediately, is blurring of vision in the affected eye; its 
only treatment is prompt tarsorrhaphy, which on the average requires to be 
maintained for two to three months, and which ensures complete recovery. 

The presence of disseminated sclerosis does not lessen the efficacy of any 
method of treatment. 


PRINCIPLES OF MANAGEMENT 
The sufferer from tic douloureux needs early diagnosis; early reassurance 
that there is a cure; early reference to a specialist from whom it is obtain- 
able; early and clear warning of its drawbacks; interim palliative treatment; 
and no help in deciding when to be cured. Thus he is saved from the bug- 
bear of urgency, true or false. Postoperatively he may need unemotional, 
common-sense encouragement; it is above all harmful to send him insearch 


of a non-existent remedy for dysesthesiz. 
In short, at every stage one should tell him the facts, and help him to 


deal with them responsibly. 
JOHN PENMAN, M.B., M.R.C.P. 
Neurologist, Royal Marsden Hospital. 


THE INDICATIONS FOR ELECTROCONVULSIVE THERAPY 


Tue induced convulsion was introduced as a treatment of schizophrenia by 
Von Meduna in 1933, but it was soon recognized that the chief indications 
for its use were the affective disorders or depressions rather than schizo- 
phrenia. Pharmacological means were first used but suffered from a major 
drawback : the intense feeling of fear usually experienced between the injec- 
tion and the onset of the fit. To overcome this an instantaneous method by 
electrically induced convulsion, or E.C.T., was devised by Cerletti and Bini 
in 1938, and this has rapidly developed into an established therapy in 
psychiatric practice throughout the world. 


MODE°OF USE 
The risks of treatment have been radically reduced by the introduction of 
muscle relaxants and intravenous anesthesia, and this has practically elim- 
inated physical contraindications. There are some who question this use of 
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muscle relaxants as a routine in E.C.T. but in my opinion it is fully justified 
and worthwhile provided one has the help of an experienced anzsthetist. 
This is essential as prolonged apnoea or any other anesthetic emergency 
may occur, however rare that may be. My routine for more than seven 
years has been the intravenous administration of suxamethonium (30 to 50 
mg.) and 5 per cent. thiopentone injections (5 to 7 ml.) administered by an 
expert anzsthetist, followed by controlled respiration after the fit until 
breathing restarts. The patient does not experience the unpleasant placing 
of electrodes on the head, and physical complications, post-E.C.T. excite- 
ment, restlessness and irritability are reduced to a minimum. Intramuscular 
promethazine and chlorpromazine immediately after the fit often results in 
an even smoother recovery but, as the patient may sleep for hours, this is 
more applicable to inpatients. The treatments are usually given twice a 
week but soon once a week may suffice. This helps to reduce the incidence 
of severe memory disturbance. 


INDICATIONS 
Electroconvulsive therapy is a treatment for the ‘endogenous’ depression 
found in a variety of mental diseases including manic-depressive psychosis, 
recurrent depressions which may also be part of a manic-depressive illness, 
menopausal, post-puerperal and involutional depressions and isolated de- 
pressive bouts that may occur alone or during the course of any other 
psychiatric disorder. ‘Reactive’ depression resulting from known external 


causes, such as a broken love affair or financial loss, obviously depends for 
its treatment upon tackling the cause and is not usually amenable to E.C.T., 
but one often sees, particularly in the old, the arteriosclerotic, or the 
‘obsessional’, a reactive depression merging into or giving rise eventually 
to the endogenous variety and perhaps then necessitating E.C.T. to ter- 
minate the attack. 

The best results with E.C.T. are obtained in the puerperal, menopausal 
and involutional depressions. Most of these patients tend to have obses- 
sional personalities—methodical, meticulous, rigid and conscientious—and 
once the attack is broken up it may not recur. This is very different from 
the manic-depressive depression, as the pre-morbid personality tends to 
be an active, sociable one with a liability to spontaneous moods of cheerful- 
ness or despondency. In manic-depressive depression the attacks usually 
recur and although E.C.T. may break up an attack, it has no influence in 
preventing a recurrence. Most endogenous depressions suffer, in varying 
degrees of intensity, from difficulty in concentration and sustaining atten- 
tion, loss of interest, inability to cope even with minor matters or to face 
people, indecision, ideas of unworthiness and self-reproach. Somatic delu- 
sions or delusions of sin and poverty are seen only in the psychotic cases. 
The most hopeful prognostic indication for the use of E.C.T. is when 
mental and physical retardation, facial immobility, early waking, diurnal 
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swing of mood with improvement towards evening, and diminished libido 
are prominent features. In general, it can be said that the more severe the 
feeling of depression, apathy and retardation the better the result, whereas 
the presence of anxiety or feelings of unreality render the result more 
uncertain. 


CLASSIFICATION OF ENDOGENOUS DEPRESSION 
It is a common experience to find many patients suffering from endogenous 
depression who complain of various physical or mental symptoms but not 
directly of a feeling of depression. It may therefore be of practical value to 
classify endogenous depressions into clinical groups according to prominent 
symptoms or features, and correlate this with the indications for E.C.T. 
The following eleven groups cover most of the cases encountered. 

(1) Depression with anxiety and tension.—This usually occurs in obses- 
sionals, in whom the depression seems to aggravate the tension usually seen 
in this type of personality. It is important but often difficult to distinguish 
this syndrome from an anxiety state with secondary depression, which 
could be aggravated by E.C.T. The cardinal symptoms of depression already 
detailed should help to make the distinction. One would prefer to withhold 
E.C.T. if the insomnia is chiefly in falling asleep rather than early waking, 
and if the diurnal mood variation is reversed with the patient feeling best 
in the morning and deteriorating as the day goes on. 

(2) Depression with persistent feelings of unreality or depersonalization.— 
If the depression is genuinely of an endogenous character, the unreality 
generally lifts when the depression is relieved. Here E.C.T. can help. If, 
however, the depression is secondary or reactive to depersonalization, the 
whole condition may well be worsened by E.C.T. It must be remembered 
that many people, particularly obsessionals, develop feelings of unreality for 
the first time when E.C.T. is administered. This is an unpleasant complica- 
tion and difficult to eradicate. It then becomes a matter of clinical judgment 
whether one continues with E.C.T. if the patient is still depressed. 

(3) Depression with symptomatology of somatic disturbances.—Sometimes 
practically the whole of the patient’s complaint is of somatic disorder and 
they may even deny feeling depressed. Such patients have usually had 
repeated physical examination and various x-rays and reach the psychiatrist 
by a process of exclusion and desperation. They often complain of recurrent 
attacks of ‘influenza’, but if it is a depression the symptoms such as shivering, 
nausea and vomiting are most marked in the mornings. E.C.T. may have 
gratifying results. 

(4) Depression with a persistent atypical pain.—Examples are atypical facial 
pain or backache which may last months or years. The pain is agonizing 
and does not yield to ordinary measures. Many such cases have had some 
sort of physical basis at first but in time the pain is psychogenically per- 
petuated and continues long after the physical basis has ceased to operate. 
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Gradually some associated features of endogenous depression emerge. 
E.C.T. can sometimes have a remarkable effect on this type of illness. In 
practice these patients require a larger number of E.C.T.’s, but unfor- 
tunately relapses are common even then. 

(5) Depression with a monosymptomatic obsession.—In such cases it is 
usually found that the same obsession has cropped up in the same patient 
with every attack of depression, even if many years of normality have 
occurred in between. Commonly, a woman becomes obsessed by her home 
and the necessity of moving out and a man with leaving his job. Others 
become obsessed by the idea that their hair is failling out, or their eyes or 
some other part of their anatomy is wrong. The symptom is out of all pro- 
portion and goes on no matter what is done. Again, one must distinguish 
this disorder from an obsessional neurosis with depression, and the efficacy 
or otherwise of E.C.T. depends upon which it is. If it is essentially an 
obsessional neurosis, E.C.T. can intensify symptoms. 

(6) Depression with paranoid features.—Usually the paranoid ideas are 
mild in that the patient feels vaguely that people are against him and may 
be talking about him, but he is not hallucinated and does not really believe 
that he is the target for some special mischief or harm. This condition must 
be distinguished from paraphrenia or paranoid schizophrenia as again 
E.C.T. can help the depressive illness but has little effect on the schizo- 
phrenia. 

(7) Depressive hypochondriasis.—This is commonest in involutional de- 
pression characterized by a persistent preoccupation with physical symptoms 
in minute detail. The associated depression gradually fades out of the picture 
so that many eventually show an intense hypochondriasis in almost pure 
culture. E.C.T. usually relieves what depression there is but has only tem- 
porary benefit so far as the hypochondriasis is concerned. 

(8) Depression with a ‘neurasthenic’ syndrome including fatigue, tiredness and 
loss of energy as main symptoms.—E.C.T. is indicated. 

(9) Depression with restlessness and agitation.—This tends to occur in the 
menopausal and involutional group and E.C.T. may be very useful provided 
the patient is also adequately sedated. 

(10) Depression with hysterical features.—This may be difficult to sort out. 
The personality is usually a hysterical one and the hysterical features mask 
an underlying depression. A few E.C.T.’s may remove the depressive 
element and allow the patient to be more amenable to psychotherapy. 
Iproniazid is useful in this group and may be sufficiently effective to replace 
E.C.T. in many cases. 

(11) Depressive stupor.—This must be distinguished from schizophrenic 
and hysterical stupors, but E.C.T. is often a matter of urgency in any of 
these states. 

A major problem in the treatment of recurrent depressions with E.C.T. 
is to decide on the optimum timing of its administration. If used too early 
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in the attack it is often ineffective. The first course of E.C.T. in recurrent 
depression is often successful as some time has elapsed before the patient 
consults the psychiatrist, but in a subsequent attack the same treatment 
may fail as it is requested too soon. Moreover, the duration of each attack 
can only be guessed at and it is estimated on the duration of past attacks. 
It is therefore a common experience that further E.C.T., after a long enough 
interval, may terminate an attack which has not yielded to earlier E.C.T. 
When the recurrent depressive attacks are of very short duration E.C.T. 
should not be used, except occasionally symptomatically. Care must be 
taken when there is a tendency to swing quickly into a hypomanic phase, 
and only a few treatments may suffice. 


OTHER INDICATIONS 
At one time manic attacks were also treated with E.C.T., given at closer 
intervals than the once or twice a week in depression, but today both the 
manic phase and the swing-over into hypomania after E.C.T. for depression 
are usually well controlled by chlorpromazine and lithium carbonate. Until 
the last few years insulin comas were preferred by most psychiatrists for the 
treatment of schizophrenia, although it was well recognized that a few 
E.C.T.’s could be most helpful in breaking-up a catatonic state and in re- 
moving the depressive element often colouring this disease. Today many 
treat schizophrenia with a combination of E.C.T. and massive dosage of 
chlorpromazine instead, and the results are impressive. 
Other occasional uses of E.C.T. are in attempting to control uncontrolled 
epilepsy, and in the mixed states of depression complicating Parkinson’s 
disease, disseminated sclerosis and sometimes spasmodic torticollis. 


CONTRAINDICATIONS 

In general, E.C.T. is contraindicated in the psychoneuroses. At times one 

is in doubt whether there is an underlying depression for which E.C.T. 

may be indicated. The Funkenstein test (or Storey’s modification of this 

test) may help in selecting the right case for E.C.T. Those who give an 

exaggerated response to injection of methacholine chloride may benefit, 

whereas the opposite holds for those who give an exaggerated response to 

injection of adrenaline. 
SUMMARY 

It must be realized that most depressions clear in time without any drastic 

therapy, and that therefore E.C.T. is employed as a means of cutting short 

the illness and so perhaps preventing a tragedy. With the recent introduction 

of iproniazid and other chemical ‘antagonists’ to depression E.C.T. may soon 
be on the way out except for urgent cases and emergencies. 

H. J. SHORVON, M.B., D.P.M., D.A. 

Assistant Psychiatrist, The National Hospital, Queen Square, 

and St. Thomas’s Hospital. 
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Peroneal Muscular Atrophy 
Query (from a reader in Southern Rhodesia) 
I have a young male patient, age 29, with 
peroneal muscular atrophy. It affects both legs 
from mid-thigh downwards. The upper parts 
of the thigh, trunk, shoulders and arms are 
normal. There is no family history 
was first noticed ten years ago and does not 
appear to be spreading. I should be glad if you 
would answer the following questions 

(a) After ten years are the 
become affected and what is the 

(b) What is the best remedial treatment? 

(c) What are the chances of his passing the 


The disease 


arms likely to 
prognosis? 


disease on to his children? 


Repty.—(a) Peroneal muscular atrophy is a 
relatively benign disorder which 
vances so slowly that the resultant disability is 
mild, compared with the 
neuropathy. This is because the individual's 
central itself to the 
weakness, which is, as it were, ‘normal’ for that 
individual. If the thighs are affected in the 
thirtieth year the arms will surely be affected 
in ten years’ 
though the patient does not know it for the 
reason given. 

(b) There is no specific treatment, and apart 
from the use of toe-springs it is best to avoid 
appliances for as long as possible 
orthopedic operations should be avoided, for 
they are apt to upset the equilibrium produced 
by the adaptation to which I have referred 

(c) The full-blown syndrome only appears in 


usually ad- 


degree of motor 


nervous system adapts 


time, and probably are now, 


Similarly, 


occasional members of a generation, but some 
minor evidences of it 
others who are not neurologically handicapped 
Diseases such as myopathy, may also be seen 
in the family. The chances of disorder being 
seen in the children, at least in their 
years, are sufficiently great to justify frank ex- 
planation, but it that 
evidences of the hereditary shortcoming may 
be mild and late in onset 

Denis WILLIAMS, C.B.E., M.D., 


may be encountered in 


mature 


must be emphasized 


F.R.C.P 


Treatment of Gastric Ulcer 

Query.—I have a patient, a schoolmaster aged 
45, who was shown to have an ulcer of the 
posterior wall of the stomach just below the 


cardia in September 1957. A small niche was 
just recognizable after two months’ medica! 
treatment. He has continued with ‘kolantyl 
gel’ and dieting but continues to complain of 
discomfort which occasionally wakes him at 
night. It is always worse at the end of term. 


It has been suggested to him that ‘de-nol’, 
a South African preparation, with a free diet 
would cure him and I should be grateful for 
your comments on this product and regimen. 
Rep_y.—In the first place it is very important 
to make sure that there really is an ulcer just 
below the cardia. In many of these cases 
gastroscopy reveals an area of pronounced 
ruge where barium can be held up and gives 
the radiological impression of an ulcer. In 
short, gastroscopy is really advisable in such 
a case. If an ulcer is in fact found, the appear- 
ance of the edge will often make it clear whether 
medical treatment is likely to give permanent 
relief. The expensive preparation ‘de-nol’ 
contains 12 ingredients ir small doses. For 
instance, pepsin 9 mg., diastase 5 mg., dilute 
hydrocyanic acid 0.016 ml., to mention a few. 
Examination of the formula should be made 
by the physician who will be able to decide 
whether he finds the explanatory brochure 
scientifically convincing and the preparation 
likely to effect a cure of gastric ulcer. My 
experience of it is limited to one case of chronic 
gastric ulcer in which the treatment was carried 
out meticulously by the patient on his own 
initiative. He died shortly after completion as 
a result of hamatemesis. Such a sequel may 
of course follow orthodox or unorthodox 
treatment. The general opinion is that dieting, 
apart from the avoidance of obvious chemical 
irritants including fried foods, is unnecessary 
and that patients with peptic ulcer are better 
on full meals no matter what other treatment 
they may be having. 

A. H. DouTHWAITE, M.D., F.R.C.P. 


Penicillin Once Daily 


Query.—Is there a satisfactory method of 
controlling infection by means of one injection 
of penicillin daily? 

Rep_y.—If it were only possible to give one 
injection of penicillin a day to combat an acute 
infection, the most suitable preparation would 
be a mixture of procaine penicillin G and 
penicillin G in a ratio of three to one. This is 
marketed as ‘avloprocil N.A.’, and the sug- 
gested dosage would be a total of 800,000 units 
daily which could be given in 2 ml. 

Although this dosage should maintain reason- 
able concentration of penicillin throughout the 
twenty-four hours, it should be supplemented 
if practical with oral penicillin V (phenoxy- 
methypenicillin) and in severely ill patients a 
single daily injection should never be relied upon, 
six- or eight-hourly injections being essential. 

KENNETH MACLEAN, M.D., F.R.C.P. 
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Coloured Sweating 
Query.—In my practice as a R.A.F. Medical 
Officer it sometimes falls to me to pass a 
prisoner as being fit for close arrest. Recently 
a prisoner, who had been arrested for being 
absent without leave and whose excuse was 
that he had been ill, presented a number of 
symptoms, the most startling of which was that 
he had been ‘sweating blood’. Both axilla were 
covered with a red-brown exudate which 
adhered to the skin and hairs. There were no 
abrasions. I was inclined to believe his denial 
that this was tomato sauce as he had been 
arrested without warning. As his personal 
hygiene left much to be desired I presumed that 
this was the explanation. 

Would you please inform me if this is a 
known entity and what is its basis? 


Ree_y.—Red sweating may occur due to some 
constitutional reason as a true chromidrosis, 
just as blue sweating may result from indican 
from the bowel which may be secreted in sweat 
and is then later oxidized to a blue colour on 
exposure to air. Red sweating can also occur, 
however, from excretion of some drug such as 
potassium iodide or from the presence in sweat 
of a metabolite, for instance of dinitro-toluene 
as in explosive workers. This latter will produce 
a rusty discoloration of the clothes. Reddish 
discoloration may also occur from solution of 
dyes in clothing or may be artificially produced. 
Most cases of coloured sweating, however, 
are cases of pseudochromidrosis. The com- 
monest cause of this is trichomycosis axillaris 
(lepothrix). Here masses of micro-organisms 
are bound together to form irregular, often 
glutinous, concretions which sheath the in- 
dividual axillary hairs producing yellow, red 
and bluish colorations of the hair and of the 
sweat. The concretions are firmly attached and 
hard to dislodge. They can be seen under the 
low power of the microscope and they also 
fluoresce under Wood's ultra-violet light. 
From the description here of a red-brown 
exudate attached to skin and hair, I think the 
case must be one of lepothrix. The differential 
diagnosis from ‘tomato juice’ would be that the 
latter could be removed quickly by 
washing; the lepothrix would be unaffected! 
GEOFFREY HODGSON, M.B.E., M.D. 


Prevention of Chilblains 

Query.—Can you please advise me if chilblains 
can be prevented by injections of any drug, such 
as vitamin K? 

Repty.—The natural variability and fluctuating 
behaviour of chilblains make it difficult to 
assess with confidence any remedy, but there is 
no sound evidence in favour of vitamin K or 


quite 
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any other drug as a reliable preventive. The 
mechanism of the chilblain is not clear, but the 
underlying circulatory defect (perniosis) can be 
mitigated to some extent by regular physical 
exercise (women office workers are more prone, 
and those who stand a lot), combined with pro- 
tection of chilblain areas against cold and damp 
(warm gloves and stockings). 

E. W. Prosser THOMAS, M.D. 


Panic Reactions in Business 


Executives 

Query.—I have had several cases lately of the 
same sort: anxiety in reasonably intelligent 
people, holding responsible positions. One of 
them was a bank manager, another a shop 
manager. The anxiety takes the form of panic 
reactions in certain situations, particularly in 
crowds, or in towns, in the cinema or on trains. 
On talking to these patients it seems that they 
are never quite at ease, and always a little 
apprehensive. As a result they are thin, and 
somewhat on edge. 

What is the basis for their symptoms? Ts it 
something they were born with or have they 
acquired it over the years? And what is the best 
line of treatment? These people get along with- 
out any treatment. They are able to work and 
are useful members of society, but they un- 
doubtedly suffer. The three I have seen recently 
are between the ages of 35 and 45. Is psycho- 
analysis of any use at this age? I should be 
grateful for advice. 


Repty.—These panic reactions are correctly 
called phobias. The patients have mild, tran- 
sient claustrophobia in dark places, or in trains, 
cinemas, churches or tubes from which they 
cannot escape. Such reactions occur when 
individuals have adopted a pattern of living in 
which they are not adequately solving the 
problems thrown up by their circumstances. 
The bank manager, or the shop manager, with 
these sensations, sometimes comes from an am- 
bitious background; more often they have risen 
in the social scale by their own efforts which 
include not only adaptability and study, but a 
gift of reading how their boss or their juniors 
are expecting them to act. Hence they strike 
one as both responsible and sensitive. But their 
over-conscientiousness leads them to expect 
more from others than they may get, and dis- 
appointment, irritability, or these panic symp- 
toms emerge. This comes when they have 
longed to achieve success, cooperation from 
juniors, or they are battling to conciliate or 
please a difficult superior. A sense of humour 
has never been their strong suit, discussions of 
the difficulties with their spouses or friends 
seldom occur. Tension may arise at home when 
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they find their children failing to reach their 
standards. 

Prolonged psychological treatment may theo- 
retically be desirable: drugs alone are unlikely 
to solve their pattern of life. The family doctor 
if he has time to give to them is their ideal 
therapist. He needs the touch which enables 
patients to laugh at their pomposity, and the 
sympathetic approach which will help them to 
discuss problems with their wives, and give 
more time than they give to being companions 
of their children (not merely critics of their 
homework). Then comes the question: ‘In 
what other ways does devotion to your job 
cause you to defer decisions, make your con- 
structive criticism known, or prevent you from 
relaxing once you come home?’ There is often 
an element of rumination in them: ‘Seeing I 
have been so faithful a steward, or so kind a 
boss, why will not X, Y or Z work as I want 
him’? If they say so, they snap. If they keep 
quiet, they fume impotently. 

HENRY WILSON, M.D., F.R.C.P. 


Inheritance of Diabetes Mellitus 
Query.—I have been asked what the position 
is with regard to the inheritance of diabetes. 
I should be grateful for an expert opinion. 


Repty.—There is no clear answer to this 
question. That there is a genetic factor in 
diabetes is no longer questioned; the mode of 
inheritance, and the modifying factors in- 
fluencing inheritance, are still under discussion. 
The fullest studies have come from H. Harris 
(Ann. Eugen. (Lond.), 1950, 15, 95), and J. 
Grunnet (‘ Heredity in Diabetes Mellitus’, 
1957, Copenhagen). 

From Harris’s study it would appear that: 

(1) Cases of diabetes early in life show a 
slight but significant increase of consanguinity 
in the parents. 

(2) Some 5% of sibs of an affected individual 
are likely to become affected and at very much 
the same age. 

(3) Diabetes is found in some 5% to 8% of 
the parents of diabetics. 

(4) Only about 1% of children of diabetics 
are likely to be affected. 

The irregular pattern shown by these figures 
raises a number of theoretical possibilities :— 

(a) Not all diabetes is genetically determined. 

(b) Different modes of inheritance are at 
play in different families. 

(c) More than one gene may be involved. 

(d) Clinical diabetes is a composite entity 
covering a series of different diseases. (It has 
been suggested that mild diabetes is inherited 
in a dominant manner and the more severe 
forms in a recessive manner.) 
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A fuller discussion is given by E. D. Bartels 
(1953) in ‘Clinical Genetics’, edited by A. 
Sorsby, London, p. §29. 

PROFESSOR ARNOLD SORSBY, M.D., F.R.C.S. 


Fluoride Tablets 


Query.—The lowering in the caries rate in 
children after putting fluoride in the water 
supplies is very impressive. Is there any method 
of introducing the requisite amount in the 
children’s drinks at home? 


Repty.—There are tablets available for home 
medication: one typical tablet contains 1 mg. 
of fluorine as sodium fluoride (2.2 mg.) in 
a basis of common salt and starch. One such 
tablet is considered to be an appropriate daily 
supplement where the drinking water is poor 
in this element. It is asserted that the tablet is 
tasteless and harmless taken in a glass of water 
or milk. The recommendation for the mother 
is to take these tablets three months prenatally 
and for the tablets to be continued postnatally 
by the mother or the child during the suckling 
period and a continuance by the child preferably 
to the age of at least 12 years. The absorption 
of the fluoride by the teeth during the whole of 
their formative period is considered desirable. 
The outstanding problem is, of course, the 
uncertainty as to the total fluorine intake from 
a given individual's diet, apart from the water 
supply. The tablets should therefore be pre- 
sented only on medical advice. Total depen- 
dence upon fluoride as a panacea is to be 
deplored and one would stress the wisdom of 
a rational dietary, particularly the avoidance of 
sticky carbohydrates before bedtime, and good 

oral hygiene. 
Proressor E. MATTHEWS, D.1.C., PH.D., D.D.8., 
F.D.S.R.C.S. 


A Holiday in the Caribbean 


Query.—A family who are patients of mine are 
going on a cruise to the Caribbean and Panama. 
Is any course of preventive inoculations neces- 
sary or desirable? 


Repty.—The regulations as to compulsory 
vaccination for travellers vary somewhat in the 
different countries in the Caribbean area, but 
most insist upon vaccination against smallpox, 
some also against yellow fever, and a few (not 
British territories) also insist upon cholera vac- 
cination for travellers from certain specified 
territories (infected areas). It is therefore ad- 
visable that travellers to the Caribbean area 
should be immunized at least against smallpox 
and yellow fever. In addition, vaccination 
against poliomyelitis is desirable—if not already 
done, and/or if there is time. 

As passengers on a cruise often visit the 
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sights at ports of call, it is also a wise precaution 
to have a course of T.A.B. vaccine. 

A certificate of vaccination against cholera is 
likely to be asked for from travellers from the 
United Kingdom in very few places in the 
Caribbean, and could be considered as un- 
necessary in the present circumstances. 

D. A. CANNON, 0.B.E., M.B., D.T.M. & H 


Aspirin and Prothrombin Time 
Query.—Does not aspirin of itself lower the 
prothombin time apart altogether from its ten- 
dency to cause gastric bleeding? If so, is this 
lowering of prothrombin time uniform in 
patients and measurable? Has the possibility of 
using the least irritating of the aspirins (e.g 
‘enseals’) been investigated as a prothrombin- 
lowering agent, and as a possible line of treat- 
ment in coronary thrombosis? 

Repiy.—Unless large doses of aspirin are given 
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there is little appreciable effect in lowering the 
prothrombin time. In the usual doses taken by 
most patients, such as 1 to 2 ‘aspirins’, this will 
in itself have little effect on the prothrombin 
time. The main danger with aspirin is due to 
its erosive effect on the gastric mucosa which 
is so liable to cause bleeding; if bleeding should 
occur with a patient on anticoagulants, the 
danger is that such bleeding will be excessive. 

If, however, very large doses of aspirin or 
salicylates are given, as in rheumatic fever, this 
could have the effect of lowering the proth- 
rombin time itself which would be dangerous 
with patients on anticoagulants. 

It is extremely unlikely that the least irri- 
tating of the aspirins given in large enough 
doses would reduce the prothrombin time to a 
therapeutic level necessary for the treatment of 
coronary thrombosis. 

M. Toouey, M.D., M.R.C.P. 


I 
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Dermabrasion 

As a result of an assessment of 86 patients 
treated by dermabrasion at the London Hos- 
pital since 1954, J. S. Pegum and his colleagues 
(British Journal of Dermatology, November 1959, 
71, 371) conclude that this is ‘a good method 
of treatment for acne scars and tattoo marks, 
but that its value in other conditions is still 
doubtful although in some it may be useful’ 
Relatively poor results were obtained with port 
wine stains, and this is attributed, in part at 
least, to the fact that only part of the lesion had 
been treated, giving a patchy, cosmetically un- 
satisfactory result. It useful in the 
removal of keloids before treatment is 
given, and it is ‘useful’ for epithelial neoplasms, 
‘particularly in the elderiy, those with multiple 
lesions, and where there are difficulties in the 
way of excision or radiotherapy’. Epidermal 
nevi do not respond well, and dermabrasion is 
unsatisfactory in coloured people ‘because of 
bizarre and unpredictable colour change’. 

The site is important in determining results. 
Facial skin is relatively thick, can safely be 
planed deeply, and heals well. On the leg, 
abraded areas heal slowly, and it may be im- 
possible to remove a tattoo completely from the 
arm without leaving scars. Complications of 
the treatment are few. Hypertrophic scars may 
develop, but gradually subside. Keloids ‘rarely 
occur’, and hemorrhage is ‘scarcely even 
troublesome’. Milia ‘can be a nuisance’. A warn- 
ing is given, however, that ‘the technique 
demands a high degree of concentration if good 
results are to be obtained’ 


may be 
X-ray 


Dental Sepsis and Lung Abscess 

Tue dictum of Dr. John Alexander, ‘the doyen 
of American thoracic surgery in the inter-war 
period’, that ‘no edentulous patient ever de- 
veloped a non-malignant lung abscess’, is quoted 
with approbation by R. H. R. Belsey (British 
Dental Journal, November 3, 1959, 107, 251), 
who has seen only one case of non-malignant 
lung abscess in an edentulous patient, and in 
this case the onset of pulmonary suppuration 
dated from the time of a total clearance of 
grossly infected teeth under nitrous oxide anzs- 
thesia. In the vast majority of cases the infection 
probably spreads by way of the air passages and 
not the blood stream. It is considered unlikely 
that the mere inhalation of bacteria from the 
mouth into the bronchial tubes will lead to 
infection or suppuration. It is the actual inhala- 
tion of particulate matter, such as small par- 
ticles of inspissated pus or infected tartar that 
‘precipitates the train of events leading to pul- 
monary infection’. On the available evidence it 
is unlikely that dental sepsis can be incriminated 
in the development of bronchiectasis. In the 
majority of cases lung abscess can be ‘brought 
under control and eventually cured by means 
of early intensive, and intelligently applied, 
physiotherapy and chemotherapy’. Of the two, 
‘physiotherapy probably plays a far more im- 
portant part’. ‘By means of postural drainage 
and percussion therapy drainage of the abscess 
via the bronchial tree can be established and 
maintained until such time as the infection has 
been brought under control and the abscess has 
either healed or become completely epithelial- 
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ized’, Surgical treatment is indicated only in 
those cases in which the abscess is of the putrid 
variety, indicating the presence of sloughs of 
lung tissue within the cavity. 


Female Genital Tuberculosis 

For advanced pelvic tuberculosis in women 
Professor George Schaefer (Proceedings of the 
Royal Society of Medicine, November 1959, 
52, 947) recommends surgical treatment pre- 
ceded by three months’ chemotherapy and fol- 
lowed by chemotherapy for a year or longer 
The preoperative and postoperative régime is: 
isoniazid, 300 mg. daily in two or three divided 
doses; streptomycin, 1 g. daily intramuscularly 
for three to four weeks, and then 1 g. twice a 
week; PAS, 12 g. daily in three or four divided 
doses. For ‘minimal 
recommends ‘prolonged long-term antimicro- 
bial therapy with continued surveillance’. The 
dosage in such cases is: isoniazid, 300 mg. daily, 
and PAS, 12 g. daily, for several years. At the 
end of six months, and again at the 
twelve months, endometrial 
secretions are examined 
microscopically. These 
peated every four to six months 
is noted, or tubo-ovarian masses appear during 
the course of therapy, streptomycin, 1 g. twice 
a week, is added to the treatment schedule for 
three months, and the patient is subjected to 
laparotomy. After two 
therapy, it is sometimes possible to maintain 
treatment with isoniazid alone 
nancy 18 concerned, the view is expressed that 
‘there is practically no possibility of full-term 
pregnancy in patients with 
tuberculosis after therapy’. Little more hope is 
held out in the case of minimal pelvic tubercu- 
losis, and it is the author’s belief that ‘extra- 
uterine pregnancy will occur more frequently in 
this latter group than with normal full-term 
delivery’. 


pelvic tuberculosis’ he 


end of 
curettings and 
bacteriologically and 
examinations are re- 


If recurrence 


years on combined 


So far as preg- 


advanced pelvic 


Chymotrypsin and Peptic Ulcer 

THE use of chymotrypsin is ‘strongly recom- 
mended’ by A. A. Mozan (Postgraduate Medi- 
cine, October 1959, 26, 542) as ‘a most valuable 


adjunct in the treatment of peptic ulcer. In a 
group of 24 cases, in which chymotrypsin was 
the only medicament used, complete healing of 
the ulcer occurred in 21 (87.5°,). The average 
time required for cessation of symptoms was 
5.8 days, and the average time for complete 
healing was 24 days. During the follow-up 
period (18 to 33 months) the ulcer recurred in 
three patients (12.5°,). In a group of 54 cases 
in which chymotrypsin was given along with 
other medicaments, complete healing of the 
ulcer occurred in 49 (90.7%). The average time 
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required for cessation of symptoms was six days, 
and the average time required for complete 
healing was 36 days. The ulcer either failed to 
heal or healed and recurred subsequently in five 
patients (9.2%). In a control group of 26 cases 
treated without chymotrypsin, complete healing 
of the ulcer occurred in 26 (50%). The average 
time required for the cessation of symptoms was 
6.4 days, and the average time for complete 
healing was 51.2 days. Chymotrypsin was given 
intramuscularly in the form of ‘chymar’: 5000 
units daily for twenty-one days, and then 2,500 
units daily for the next three to six weeks. In 
certain cases this was followed by 5000 units 
three times a week for four to eight weeks. A 
dietary régime was maintained, and smoking 
was prohibited. It is recommended that the 
solution be given by means of a cold syringe; 
otherwise an ‘indurative and hyperemic zone’ 
may develop at the site of injection. Two minor 
allergic reactions and one anaphylactic reaction 
were encountered in the course of the 4,666 
injections of ‘chymar’ that were given in the 
course of this investigation. 


Hypothermia and Carbon 


Monoxide Poisoning 

As T. V. Craig and his colleagues point out 
(New England Journal of Medicine, October 22, 
1959, 261, 854), ‘the pathological changes in the 
body resulting from carbon monoxide intoxica- 
tion are due to hypoxia. Carbon monoxide is 
not toxic for the cells’. Further, ‘the use of 
hypothermia in cerebral hypoxic states is now 
commonplace . . . and has a good physiologic 
basis’. They therefore decided to use hypo- 
thermia in a severe case of carbon monoxide 
poisoning in an 18-year-old man who had al- 
most continuous decerebrate rigidity, a blood 
pressure which ‘varied up to 55/0 mm. Hg’, and 
a temperature of 103.6° F. (39.9° C.). Hypo- 
thermia was induced by packing ice around the 
patient over a thin plastic sheet, and the tem- 
perature (as recorded by a telethermometer in 
the cesophagus) fell to 32° C. within two hours. 
Chlo-promazine, 25 mg. intramuscularly “4s re- 
quired, was given to control the shivering. 
‘Concomitant with the lowering of the tempera- 
ture the decerebrate rigidity and rapid respira- 
tions ceased’. After thirty-two hours of con- 
tinuous hypothermia he spoke normally and 
could move all his extremities well. Refrigeration 
was stopped, and gradual rewarming occurred 
spontaneously over the next eight to twelve 
hours. He was discharged two weeks later, ‘with 
normal mentality and personality and no neuro- 
logic deficit’. Eight months later he was ‘normal 
in every respect’. The authors conclude: ‘Al- 
though conclusions based upon experience with 





140 


one case are often fallacious, the knowledge 
that hypothermia may reverse many of the 
deleterious effects of carbon monoxide poisoning 
on the central nervous system makes hypo- 
thermia a logical form of therapy. We believe 
that its use warrants consideration for other 
desperately ill patients’. 


Recurrent Renal Calculi 

IN the management of recurrent urinary calculi, 
medical management is indicated, according to 
D. F. McDonald (New York State Journal of 
Medicine, November 15, 1959, 59, 4212), if: 
(a) A slow-growing or stationary calculus lies in 
a calyx so that it is not obstructing an important 
part of the kidney collecting system, and if 
recurrent pyelonephritis is not a problem. (b) 
The calculus recurs a few months postopera- 
tively. (c) Bilateral recurrent renal calculi are 
associated with apparent renal damage. (d) 
Nephrocalcinosis is the cause. 

The general principles of medical manage- 
ment include the relief of any urinary obstruc- 
tion that may be present, the adequate control 
of any associated infection, and the maintenance 
of a dilute urine by maintaining the 24-hour 
intake of fluid at 4 litres. Calcium-containing 
calculi comprise 89°% of recurrent urinary cal- 
culi. Their management consists of giving the 
patient a low-calcium (200 mg.) diet, and 
reducing the absorption of calcium by giving 
‘phosphatic calcium binders’, such as sodium 
acid phosphate or sodium phytate, 9 g. daily. 
It is said that a 50% reduction of calcium ex- 
cretion can be obtained in this way. In the case 
of uric acid calculi, a low-protein diet (1 g. 
per kg.), with alkalinizers to rendez the urinary 
pH 7 or greater, is recommended. A warning is 
given that, because of renal tubular damage in 
gout, alkalinization of the urine may be difficult 
without the aid of acetazolamide or chloro- 
thiazide to increase sodium excretion. For 
cystine calculi, alkalinization of the urine is also 
indicated: 12 to 16 g. of sodium bicarbonate 
daily, to produce a urinary pH exceeding 8. 


Spontaneous Disappearance of 
Gall-Stones 


‘A UNIQUE instance in which sizable multiple 
gall-stones disappeared during a four-year in- 
terval without any history of biliary colic, 
jaundice, or other episode that would suggest 
the formation of a fistula between the gall- 
bladder and some other part of the intestinal 
tract’ is recorded by J. F. Linsman and E. 
Corday (Journal of the American Medical Asso- 
ciation, October 24, 1959, 171, 1098). The 
patient was a 66-year-old doctor who, in 1954, 
was submitted to cholecystography in the course 
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of routine examination for the cause of pre- 
cordial pain. The cholecystogram revealed ten 
‘rounded negative shadows measuring 7 to 9 
mm. in diameter, with an appearance charac- 
teristic of gall-stones’, When cholecystography 
was repeated in 1958 there was no evidence of 
the previously visualized gall-stones, and the 
‘gall-bladder appeared entirely normal’. In the 
intervening period the patient had been under 
continuous observation and treatment for angina 
pectoris, and there had never at any time been 
a history of biliary colic or evidence of jaundice. 
As the authors of the report point out, ‘although 
it is known that calculi of this size [i.e. 7 to 
9 mm.] may pass the relaxed sphincter of Oddi, 
it is most unlikely that 10 such stones could 
have passed without the presence of biliary 
colic’. Furthermore, ‘since the patient was a 
physician, any episode which could have given 
rise to fistula formation between the gall- 
bladder and the intestinal tract would have 
been noted by him or his medical attendants’. 


Fat Embolism 


‘PULMONARY fat embolism is probably of little 
clinical importance except in individuals with 
impaired cardio-respiratory function’, according 
to Egil Ofstad (Yournal of the Oslo City Hos- 
pitals, October 1959, 9, 181), as a result of a 
review of the records of 25 cases of fat em- 
bolism which came to necropsy over a four- 
year period at the Ullev4l Hospital, Oslo. In 
10 instances the patient had suffered such a 
severe injury or died so early that clinical 
symptoms were not registrable, and in another 
eight the fat embolism was so slight that it was 
registered only as an incidental finding. A de- 
tailed analysis of the remaining seven cases, all 
of which had severe symptoms resulting from 
the fat embolism showed that, with one excep- 
tion, their ages ranged from 56 to 91 years. 
One, aged 79, had considerable coronary 
sclerosis and a small old infarct; another 
(aged 65) had myocardial fibrosis with chronic 
pulmonary congestion and broncho-pneumonia; 
a third (aged 91) had bronchiectasis, and a 
fourth (aged 76) had fracture of four ribs. The 
interval between the injury and the onset of 
symptoms indicative of pulmonary embolism 
varied from twenty minutes to eight hours, with 
one exception in which it was seven days. 
Although fat embolism tends to occur following 
fractures of the long bones in adults, in the 
cases in this series the major injury was fracture 
of the pelvic bones. In another the only fracture 
was of four ribs, and in yet another the only 
bony lesion was dislocation of the hip. In all of 
these there was extensive soft-tissue injury, and 
it is suggested that this may have been a con- 
tributory factor. 
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REVIEWS OF BOOKS 


Textbook of British Surgery. Volume IV. 
By Sir Henry SOUTTAR, C.B.E., D.M., 
F.R.c.s., and J. C. GOLIGHER, Cu.M., 
F.R.c.s. London: William Heinemann 
Medical Books Ltd., 1959. Pp. 699. 
Illustrated. Price {5 5s. 

Witx this volume, the “Textbook of British 

Surgery’ is complete. We can congratulate Sir 

Henry Souttar on the success of his planning, 

on the choosing of his team, and on the vigour 

of his leadership. This volume deals largely 
with infections and orthopedics, and it main- 
tains the basic scientific outlook and the high 
literary standard of the three previous ones. 

Where all is so good it is difficult to pick any 

chapter for special commendation, but chapter I 

on inflammation and pyogenic infections by 

lan Gordon, chapter VII on general ortho- 
pedics by Norman Capener, chapter VIII on 
general diseases of bone by Lawson Dick, and 
chapter XIV on surgery of the hand by 
Vaughan-Jackson, stand out by the helpful 
discussion of general principles with which 
they are introduced. Chapter XI on tumours of 
bone by Eyre-Brook is illustrated by radio- 
grams that are in many instances not suffi- 
ciently obvious to the non-expert reader, and 
the mystic letters with which they are labelled, 

R.N.O.H. and B.T.R. can be surmised to 

imply that they come from the National 

Orthopedic Hospital and from the Bristol 

Tumour Registry. 

A work of four large volumes, each of which 
weighs nearly four pounds, contains several 
hundred pages, and costs five guineas, is more 
than the medical student needs and more than 
the peripatetic postgraduate can carry about. 
On the other hand, it is very good indeed, and 
the quality of its contents is probably higher 
than that to be found in any other work in the 
English language, even those costing much 
more. As a work of reference, as an essential 
in every surgical library, and as a guide to 
teachers, to practising surgeons, and to post- 
graduates working for a higher diploma, it has 
a secure place. 


The Care of Minor Hand Injuries. By 
ADRIAN E. FLATT, M.D., F.R.C.S. St. 
Louis: C. V. Mosby Co.; London: 
Henry Kimpton, 1959. Pp. 266. Illus- 
trated. Price 715. 6d. 

Since the war, the surgery of the hand has 

gradually earned recognition as a specialty in 

its own right. There has been, too, an increasing 
awareness among surgeons that the operator 
who can perform a faultless gastrectomy or an 


exemplary laminectomy is not necessarily— 
unless he has devoted some thought to the 
particular problems involved—the one who will 
obtain the best possible end-result when it 
comes to managing a badly damaged hand. 
The corollary to this is that the doctor who has 
been taught to deal punctiliously and correctly 
with a severely lacerated finger is well on the 
way to becoming a skilled general or orthopedic 
surgeon, and it is not, perhaps, a bad thing that 
for many years to come most hand injuries in 
this country will be treated by young surgeons 
learning their craft. 

Until recently there were very few books to 
help these postgraduates, or the general prac- 
titioners on whom similar responsibilities may 
devolve. Practical instructions were to be found 
only in the largest textbooks of surgery, or in 
scattered monographs. This situation has im- 
proved and works on hand surgery are ‘how 
being published fast and thick. But none that 
has appeared to date is more detailed or easier 
to follow than this one, written by a surgeon 
who was trained in this country and is now an 
assistant professor in an American university. 
The volume falls into two sections. The first is 
concerned with the general problems of hand 
surgery, the second with specific injuries. Only 
one criticism can be directed against it, and that 
is of the repetitive character of these later 
chapters. The author, to be sure, forestalls this, 
by explaining that his book is to be regarded 
as a reference manual, and that each section is 
a complete guide, even down to such matters 
as anzsthesia and dressings, to the problem 
with which it deals. No-one, he opines, will 
read it from cover to cover. But we could do 
worse than to make it an essential requirement, 
for all who may have to treat hand injuries, to 
have done just that. 


The Child With Abdominal Pains. By Joun 
APLEY, M.D., F.R.C.P. Oxford: Blackwell 
Scientific Publications, 1959. Pp. 86. 
Price 12s. 6d. 

CHILDREN with abdominal pain present a prob- 

lem to their doctors which always carries with 

it the threat of a possible serious catastrophe 
and yet in many instances the symptoms cannot 
be associated with any organic pathological 
lesion. Dr. Apley has conducted some interest- 
ing investigations in this field and reached certain 
conclusions. The most important of his findings 
is that children with abdominal pain showed 
more emotional disturbances and personality 
disorders than his controls. He found little 
support for the theory of epilepsy as a cause of 
recurrent abdominal pain except in rare in- 
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stances. His views on treatment of this trouble 
when due to emotional disturbances are wise 
and helpful. One-tenth of patients of this type 
he referred to psychiatric colleagues. The rest 
he treated himself by informal psychotherapy 
Family practitioners and pediatricians will find 
this a very useful little monograph. 


Surgical Treatment of Bone and Joint 
Tuberculosis. By Ropert Roar, M.Cu. 
Onrn., F.R.C.S., F.R.C.S.Ep., W. H. Kir- 
KALDY-WILLIS, M.D., F.R.C.S.Ep., and 
A. J. M. CaTuro, M.B., Cx.B. Edin- 
burgh: E. & S. Livingstone Ltd., 1959. 
Pp. 137. Illustrated. Price 3os. 

Tuis book represents the views on the surgical 

treatment of bone and joint tuberculosis of 

Mr. Roaf, writing from the Robert Jones and 

Agnes Hunt Orthopedic Hospital, Oswestry, 

and Mr. Kirkaldy-Willis and Mr. Castro, 

writing from Nairobi. Thus are combined the 
views of a surgeon working in a centre recog- 
nized as a fountain head of orthopedic teaching 
and of two surgeons with the unrivalled experi- 
ence of the subject which now only certain areas 
of the world can supply. The monograph is 
written primarily to assist general surgeons 
working in undeveloped countries who find that 
the treatment of bone and joint tuberculosis 
constitutes a considerable proportion of their 
work. So much are altering that the 
authors decided to the word 
servative’ treatment for measures to restore the 
patient’s resistance, but to write also of ‘con- 
servative’ surgery, to restore joint 
function. As a guide to what should be done 
with limited with 
specialized facilities, to what different types of 
disease conservative measures are applicable 
and for what fusion operations are required, 
and to what extent the management of treat- 
ment has altered, this book succeeds in its pur- 


ideas 


preserve ‘con- 


designed 


resources and what very 


pose. The style is lucid, the descriptions of 


operations are clear, and the illustrations and 
diagrams are frequent and easily intelligible. 
The standard of production is high 

Even such experienced and gifted authors 
must have had some difficulty in deciding which 
procedures have now achieved orthodoxy, and 
indeed they refer to this in a very fine chapter 
at the end of the book, entitled ‘To the Future’. 
They say that they withhold judgment on joint 
clearance operations to function in 
damaged joints; but they have no such inhi- 
bitions concerning the direct surgical attack on 
tuberculous disease of the spine or on necrotic 
foci in connexion with other joints. The adop- 
tion of these measures alone, however, consti- 
tutes a great step forward 


restore 


They refer also to 
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the sufficiency of antibiotic therapy only in 
patients with mild forms of the disease. 

The book also summarizes the sort of deploy- 
ment of surgical services in a country like 
Kenya to meet the considerable needs of 
patients with this disease. It emphasizes the 
great that there is for further re- 
search. It opens up a vista of splendid surgery 
for the accomplished young man ready to 
dedicate himself to this task. The authors and 
publisher are to be warmly congratulated on a 
piece of work likely to bring much good to many 
sufferers from skeletal tuberculosis. 


necessity 


The Mouth: Its Clinical Appraisal. By 
A. B. RirF_e, p.p.s. London: Pitman 
Medical Publishing Co. Ltd., 1959. 
Pp. 118. Illustrated. Price 28s. 

Tus little book attempts a comprehensive 

description of a thorough mouth examination, 

as viewed through the eyes of both the dentist 
and the doctor. As the author emphasizes, the 
first examination will be time-consuming and 
perhaps frustrating, but with repetition each 
attempt becomes easier and more satisfying than 
the last, and ultimately two or three minutes 
suffices. The mouth is all too often a ‘no man’s 
land’, ignored by the physician and looked at 
in a severely technical manner by the dentist. 

There is much to repay a painstaking routine 

approach to the whole of the soft and hard 

tissues of the mouth. If it be that occasionally 
an early malignancy is thereby revealed, then 
surely the time has been well spent. Perhaps 

Osler’s dictum is still true: “There is not one 

thing in preventive medicine that equals in im- 

portance mouth hygiene and preservation of 

the teeth’. 


Surgical Aspects of Medicine. Edited by 


H. DAINTREE JOHNSON, M.B., F.R.C.S. 
London: Butterworth & Co. (Pub- 
lishers) Ltd., 1959. Pp. 403. Illustrated. 
Price 65s. 
Tuis book is a symposium written by forty 
young surgeons. They are all brilliant. They all 
write well, but the editor has allowed hypo- 
volamia (apparently Americanese for diminished 
blood volume) to slip into his own contribution. 
It is a little difficult to discover the link that 
binds them together, or the purpose for which 
the book has been written. Two contributions, 
that by Bryan Brooke on ‘ulcerative colitis’ and 
the management of ileostomy and colostomy, 
and that by Charles Rob on ‘arterial reconstruc- 
tion’, will be read on their own merits. The rest 
have apparently been planned with the vague 
but admirable idea of giving help and guidance 
on surgical matters to the physician. 





BOOK REVIEWS 


Synopsis of Treatment of Anorectal Diseases. 
By Stuart T. Ross, M.D., F.A.C.S., F.L.C.S. 
St. Louis: C.V. Mosby Co.; Lon- 
don: Henry Kimpton, 1959. Pp. 240. 
Illustrated. Price 48s. 6d. 

Tuis little book 

practitioner and deals with most of the con- 

ditions met with in this part of the body. It 
makes no attempt to give a complete account of 
disorders of the rectum and anal 
rather to provide a small practical handbook 
which will enable the reader to carry out sirpple 
procedures, such as the injection of hemor 
rhoids. There are no and little 
account of matters of pathology 

Major surgical procedures are not included 

There are useful discussions of such symptoms 

as pruritus ani, and clear advice is giveti as to 

the handling of minor troubles such as fecal 
impaction. Many of the diagrams are helpful 
and clear, but some of the photographs do not 
contribute greatly to the usefulness of the book. 


is designed for the general 


region, but 


references 
etiology or 


Blindness in West Africa. By F.C. Ropcer, 
London: H. K. 


Pp. 262. 


M.D., Cu.M., D.O.M.S., 
Lewis & Co. Ltd., 
Illustrated. Price 7os. 
UNTIL the last war the prevalence of blindness 
in the British Empire (as it was then) was 
practically 
whose duties brought them in touch with the 
that the 
available medical resources were insufficient to 


1959. 


unrecognized, and senior officials 


problem were apt to take the view 


control killing diseases so that nothing could be 
spared to prevent or treat those which only 
blinded. One of the few benefits of the war was 
the temporary dissemination of specialists, some 
of whom recognized the magnitude of the inci- 
dence of blindness in West Africa and as a 
result the Royal Commonwealth Society for 
the Blind was formed. This 
Dr. F. C. Rodger, an energetic and able investi- 
gator, to make an ophthalmological survey of 
Ghana and Nigeria and this book is based on 
his reports. It is not a textbook of ophthal- 
mology, indeed much of its 
descriptions of the various tribes and countries 
visited. In dry territories the 
disease is trachoma, an infection known to the 
ancient Egyptians, though only recently has the 
virus been isolated and truly effective treatment 
discovered. In wet country 
‘river blindness’, a filarial 
only within the past fifty years, causes in hyper- 
endemic areas blindness in up to 15°, of the 
population, an incidence one hundred times as 
high as for all eye diseases in Britain 

Such a book 
doctor and will be indispensable to those taking 


society invited 


interest lies in 


principal eye 


onchocerciasis or 


disease recognized 


should be interesting to any 
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up work in West Africa. It should be a useful 
basis for future surveys and is written suffi- 
ciently simply to be read with advantage by lay 
administrators 

Doctors’ Commons: A Short History of the 

British Medical Association. By Pau 

VauGHAN. London: William Heinemann 

Ltd., 1959. Pp. 254. Illustrated. Price 

15S. 

Tuis is not an official history of the B.M.A. but 
it is a very good survey of the conditions and 
personalities which affected its evolution. Lay- 
men as well as doctors will find it full of interest 
and readable. The author, the young 
assistant public relations officer of the Asso- 
ciation, has naturally had full access to original 
and his from these are 
unusually apt and illuminating. They fit easily 
into the narrative and the author’s comments 
are judicious, succinct and penetrating. For 
example, he sums up the famous struggle with 
Lloyd George as follows: “Though dishevelled, 
the B.M.A. had come out of the campaign a 
wiser, tougher, and vastly more experienced 
body’. The balance of the topics discussed is as 
excellent as the comments. The record of the 
Government of the day in its dealings with 
medical matters—from the Crimean war to the 
dispute with the B.M.A. over adequate nutri- 
tion, and many would say still later—is one 
which all politicians should ponder with shame. 
There is no attempt, and indeed no reason, to 
suggest that the B.M.A. was always right, but 
no-one can read this record of its growth and 
work without realizing how wise Dr. Hastings 
was in founding in 1832 the Provincial Medical 
and Surgical Association from which it sprang, 
and how, in spite of its imperfections, the 
B.M.A. has served the country well, and what 
a large measure of success has been achieved in 
its official objective ‘to promote the medical and 
allied sciences, and to maintain the honour and 
nterests of the medical profession’ 

Medical students will find that this book will 
give them a perspective in their work that they 
will not find elsewhere, and most doctors will 
also find in it new light on many problems of 


most 


sources, quotations 


medicine. 

NEW EDITIONS 

Hale-White’s Materia Medica, Pharmacology 
and Therapeutics, by A. H. Douthwaite, M.v., 
F.R.C.P., in its thirty-first edition (J.o& A. 
Churchill Ltd., 25s.), remains the same sound, 
concise and practical guide to the subject that 
it has been since it first saw the light of day in 
1892. Drugs may come, and drugs may go, but 
‘Hale-White’ goes on for ever. The medical 
students and practitioners of this Elizabethan 
era of ours will find it as invaluable a book as 


contemporary 
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did their predecessors in the days of Victoria 
Regina. 

A Short Textbook of Surgery, by C. F. W. 
Illingworth, C.B.E., M.D., CH.M., F.R.C.S.ED., 
F.R.F.P.S., in its seventh edition (J. & A. Church- 
ill Ltd., 45s.), is the sort of surgical textbook 
that everybody wants. It is concise, portable, 
reasonable in price, clear and decided in out- 
look, and well illustrated. All the essential facts 
are given, and no time is wasted on verbage: 
for instance, Paget’s disease (osteitis fibrosa) 
gets two illustrations and only eleven lines of 
text, ending with the admirable summary, “The 
cause is not known and there is no treatment’. 
The mere fact that it has been re-edited and 
re-issued seven times in twenty years is suffi- 
cient proof that it supplies a real need 


Clinical Auscultation of the Heart, by Samuel A. 
Levine, M.D., SC.D., F.A.c.P., and W. Proctor 
Harvey, M.D., in its second edition (W. B. 
Saunders Co., 77s.), is a welcome sign that the 
mechanization of medicine is not completely 
out of control. The purpose of this excellent 
Bostonian production can be summarized by 
two quotations from the preface: ‘It has become 
clear that, despite the aid and the advances that 
have come from the newly introduced more 
specialized techniques of cardiac investigation 
the value of the simple stethoscope is steadily 
increasing. . . . It has become quite clear that 
a few minutes of intelligent auscultation of the 
heart can reveal many findings of vital import- 
ance’. As a guide to ‘intelligent auscultation of 
the heart’ there is no better book than this, but 
why, oh why, did the authors need to make the 
new edition about twice the size of the first? 


Physical Examination of the Surgical Patient, by 


J. Englebert Dunphy, ™_p., 
Thomas W. Botsford, m.p., F.a.c.s. (W. B. 
Saunders Co., 56s.).—The second edition of 
this textbook is welcomed. The first edition 
was good, but this is better. New material, 
including chapters on history-taking and cancer 
detection, has been added and the previous 
material rearranged and improved. The main 
purpose of this book is to serve as an aid to the 
student when he first starts clinical surgery, but 
surgeons and practitioners will also benefit 
from a close study of its pages because of the 
clear way in which the clinical examination and 
investigation of a patient have been described. 
The production is good and we recommend 
this book particularly to medical students. A 
student’s clinical course based on this foun- 
dation should produce a sound and careful 
doctor. 

A Textbook of Neurology, by H. Houston 
Merritt, m.D., second edition (Henry Kimp- 
ton, 93s. 6d.).—The author of this now 


F.A.C.S., and 
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well-established textbook is one of those 
who is responsible for the present-day rapid 
advancement of neurology in the United 
States. His attitude is essentially practical 
with little reference to recent advances in 
the anatomy and physiology of the nervous 
system. British neurologists will welcome access 
to this presentation of the American approach 
to familiar problems. One section which is dis- 
appointing is that concerned with injuries to 
the brain and spinal cord: thus, the statement 
that 80% of patients with complete spinal cord 
transections develop decubitus ulcers (p. 334), 
can only hold where nursing standards are low. 
The methods described for dealing with flexor 
spasms are also out of date. The vigorous 
physical methods of rehabilitation after head 
injury which were used so successfully during 
the 1939-45 War have apparently not been 
adopted in American civilian practice. All those 
interested in neurology, however, will like to 
have this book for reference. 


Orthopedic Nursing, by Mary Powell, s.8.N., 
M.c.s.P. (E. & S. Livingstone Ltd., 27s. 6d.). 
—It is a mark of its excellence that this book is 
already in its third edition. It is well up to the 
standard of the earlier editions, and very nearly 
right up to date. ‘Very nearly’ because some 
of the opinions and advice might be considered 
slightly passé. For instance it is difficult to 
imagine anybody advising amputation for un- 
treated congenital talipes equino-varus in adult 
life (p. 105), and in dealing with rigid or per- 
manent flat foot (p. 124) no mention is made of 
the calcaneo-scaphoid bar, whilst the opinion 
that ‘stabilization of the foot may be performed’ 
only ‘as a last resort’ is highly debatable; the 
advice implied in fig. 256 filled the reviewer 
with horrified apprehension and fig. 69 could 
hardly be described as ‘up to date’. These 
defects are, of course, trivial compared with the 
immense value of the knowledgeable pre- 
cautions, the technical guidance and the ex- 
perienced opinion. Even such small criticisms 
as might be made would be impossible if the 
character of the book enjoined by its title were 
strictly preserved, whilst any tendency to allow 
it to develop into a textbook of orthopedic 
surgery were studiously avoided. 





The contents of the February issue, which will contain a 
symposium on ‘Neurology,’ will be found on page A146 
at the end of the advertisement section. 





Notes and Preparations see page 145. 
Notes from the Continent see page 149. 
Fifty Years Ago see page 151. 

Motoring Notes see page A 101. 
Travel Notes see page 4 105. 

Bridge Notes see page A 109. 


INDEX 
In order not to delay publication of the January issue, 
the index to vol. 183 will be forwarded to all subscribers 
with the February issue. 
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Cc. H. BOEHRINGER SOHN NOW INTRODUCE 


a mild analgesic 
of 
fe fupelfede abfovbin, and) radacckamol 


The introduction of Valtorin marks the beginning of an entirely new 
era in mild analgesics. The active principle of Valtorin is 2-(8-chlor- 
ethyl)-2, 3-dihydro-4-oxo-(benzo-1, 3 oxazine), one of the benz- 
methoxazones, a group hitherto unused in clinical medicine. It is the 
outcome of six years’ planned research and development and is the 
most outstanding new chemical compound in the field of mild 
analgesics since the advent of aspirin in 1898. Its safety factor is 
exceptional. It is six times safer than aspirin and more than three 
times safer than paracetamol. Unlike codeine, Valtorin does not 
constipate, neither does it irritate the intestinal mucosa or cause 
gastric haemorrhage. Blood dyscrasias and salicylism are also absent. 


Valtorin contains the most outstanding new mild analgesic for 60 
years. 

Valtorin is more effective than any other mild analgesic —aspirin, 
paracetamol, or codeine 


Valtorin’s active principle is less toxie than any other mild 


3 Valtorin is 50°,, longer-acting than any other mild analgesic. 


analgesic. 
5 Valtorin has none of the major side-effects of other mild analgesics, 
6 Valtorin is a potent anti-pyretic. 
7 Valtorin is presented in special flash-dispersal tablets, 


2-(8-chlorethy])-2, 3-dihydro-4-oxo-(henzo-1, 3 oxazine) with phenacetin 


Manufactured and distributed the U BR. ly Pfizer Ltd., Folkestone, Kent for 
C. H. BOEHRINGER SOHN, INGELHEIM am RHEIN 
Registered proprietors of the Trade Mark *Regd. Trade Mark 
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the importance of 
=speedy treatment 


ORGRAINE treats MIGRAINE quickly... 


Dilated cranial arteries must be constricted to normal to prevent 
oedema. For this purpose the formula of Orgraine is proved. 
To hasten action the uncoated tablets disintegrate in seconds, a 


prerequisite of sucessful treatment. 


FORMULA Each tablet contains : 
Ergotamine Tartrate B.P. 1.0 mg. 
Caffeine B.P. 100.0 mg. 


Hyoscyamine Sulphate B.P.C. 
(1949) 0.0875 mg. 


Atropine Sulphate B.P. 0.0125 mg. 
Phenacetin B.P. 130.0 mg. 


ORGANON LABORATORIES LIMITED 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 
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NOTES AND PREPARATIONS 


NEW PREPARATIONS 

‘EMULAxX’ tablets each contain 50 mg. of cascara 
sagrada concentrate and 120 mg. of dioctyl- 
sodiumsulphsuccinate and are intended for the 
treatment of habitual constipation, especially of 
the atonic type. They act by ‘softening the gut 
content, and then stimulating peristalsis’, and 
are said to be ‘highly effective’ in all but the 
most stubborn cases. Available in bottles of 50 
and 250. (Astrapharm Ltd., 
Avenue, Watford, Herts.) 


‘Mornipine’ tablets each 
pipamazine. They are intended ‘for the pre- 
vention and treatment of nausea and vomiting 
in pregnancy and other conditions’, and are 
said to be ‘relatively free from the wide variety 
of side-effects associated with phenothiazine 
drugs’. Available in bottles of 25, 100 and 250 
sugar-coated, rose-coloured tablets. (G. D 
Searle & Co. Ltd., Lane End Road, High 
Wycombe, Bucks.) 
“‘NiaMip’ tablets each 
which is a mono-amine 
said to be of value in the treatment of depression, 
mental defect, angina pectoris, and inoperable 
malignant states and other conditions associated 
with chronic intractable pain. Available as 
tablets of 25 mg. in bottles of 30, 100, and 500, 
and as tablets of 100 mg. in bottles of 30 and 100 
(Harvey Pharmaceuticals Ltd., 137-139 Sand- 
gate Road, Folkestone, Kent.) 


King George's 


contain 5 mg. of 


contain nialamide, 


oxidase inhibitor, 


‘PuROMYN’ tablets each contain 5 mg. of neo- 
mycin sulphate and 40 mg. of a new fungicide, 
bis-(2-hydroxy-5-chlorophenyl)sulphide, and 
are intended for the treatment of oral infections. 
This combination is said to ensure ‘effective 
control of bacterial infections of the mouth and 
oropharynx, without the risk of monilial over- 
growth, a side-effect which often follows topical 
oral antibiotic therapy’. Available in cartons of 
20 tablets. (Calmic Ltd., Crewe, Cheshire.) 


‘SECERGAN’ tablets each contain 150 mg. of 
10-(x-dimethylaminopropiony])-phenothiazine 
methobromide and are intended for the treat- 
ment of peptic ulcer, gastritis, ‘dumping syn- 
drome’, spastic colitis and allied conditions 
They are contraindicated in patients with 
prostatic. hypertrophy or glaucoma. Available 
in bottles of 50 and 250. (Astrapharm Ltd., 
King George’s Avenue, Watford, Herts.) 


PHARMACEUTICAL NOTES 
Bayer Propucts Lrp. announce that their 
kanamycin preparation, ‘kappaxan’, will in 
future be known as ‘kannasyn’. (Neville House, 
Eden Street, Kingston-upon-Thames, Surrey.) 


Crea Lasporatories Lrp. announce the intro- 
duction of ‘vioform-hydrocortisone lotion’, con- 
taining 3° iodochlorhydroxyquinoline and 1% 
hydrocortisone, in 20-ml. plastic bottles. 
(Horsham, Sussex.) 


DuncaN FLockHart & Co. Lrp. announce that 
they are no longer producing ‘atrol’ and that 
supplies have now been withdrawn from the 
(16 Wheatfield Road, Edinburgh, 11.) 


E. R. Seuss & Sons Lrp. announce that their 
preparation ‘mysteclin-V’ is now available in an 
additional form for reconstitution to a syrup. 
Each s5-ml. teaspoonful of the reconstituted 
‘chocolate-mint flavoured’ preparation contains 
125 mg. of tetracycline and 125,000 units of 
nystatin. It is stable for two weeks after re- 
constitution. Supplied in bottles for reconstitu- 
tion to 60 ml. (Edwards Lane, Speke, Liver- 
pool, 24.) 

ROYAL SOCIETY OF MEDICINE 
THE next meeting of the Section of General 
Practice will be held at 8.15 p.m. on Wednesday, 
January 20, when the subject for discussion will 
be ‘Early Ambulation’. The opening speakers 
will be Dr. L. Dulake, Mr. Bryan Brooke, and 
Miss Muriel Powell. 


FORTHCOMING CONFERENCES 
The London Conference on the Scientific Study 
of Mental Deficiency will be held from July 24 
to 29, 1960, at B.M.A. House, Tavistock 
Square, London, W.C.1, as a contribution to 
World Mental Health Year. The conference will 
be sponsored by the American Association for 
Mental Deficiency, the Royal Medico-Psycho- 
logical Association, the Royal Society of 
Medicine, and the British Psychological Associa- 
tion, in cooperation with the National Associa- 
tion for Mental Health (London). Full details 
may be obtained from Dr. A. Shapiro, c/o 39 
Queen Anne Street, London, W.1. 


market 


Pneumoconiosis will be the subject of a sym- 
posium arranged by the Chest and Heart 
Association in conjunction with the Tuberculosis 
and Chest Service of Glasgow, to be held on 
Friday, January 29, 1960, at the Royal College of 
Science and Technology, Glasgow. Full details 
may be obtained from the Chest and Heart 
Association, 65 Castle Street, Edinburgh, 2. 


Clinical Aspects of Nutrition will be the subject of 
a postgraduate course arranged by the Depart- 
ment of Experimental Medicine of the Uni- 
versity of Cambridge, to be held on April 6 to 9, 
1960, inclusive. The course is open to university 
and hospital medical and scientific staffs and to 
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registered medical practitioners. Full details 
and registration forms may be obtained from 
the Secretary, The Medical School, Tennis 
Court Road, Cambridge. 
GRANT FOR DIETITIANS 

Tue British Dietetic Association invite appli- 
cations for a grant of £250, to be awarded 
during 1960 from the Rose Simmonds Memorial 
Fund. The grant will be made to either (a) a 
suitably qualified person who wishes to take a 
recognized course for a dietetic diploma 
in the United Kingdom, or (b) a qualified 
dietitian who wishes to further her knowledge 
and experience in nutrition and dietetics, 
which can include study, research or travel 
in the United Kingdom or abroad. The award 
is open to those residing in the United King- 
dom or the Republic of Ireland, who will be 
required to submit details of the programme 
they wish to follow. The closing date for 
applications is February 17, 1960, and applica- 
tion forms may be obtained from the Secretary, 
British Dietetic Association, 251 Brompton 


Road, London, S.W.3. 
FILM NEWS 


La Presse Médicale announce that the ‘annual 
prize for medico-surgical cinema’ will now be 
awarded on March 22, 1960, instead of in April, 
and the closing date for entries has therefore 
been advanced to February 15, 1960. 


THE NATIONAL HOSPITAL 

Tue National Hospital, Queen Square, will be 
celebrating its centenary in 1960 during the 
period June 20 to 25. The occasion will be 
marked by neuro-historical presentations, as 
well as by a wide range of social functions. 
Personal invitations are in the course of being 
sent to every former student and house officer 
at the hospital. In addition, the hospital will be 
extending a cordial welcome to neurologists, 
neurosurgeons and others, to participate in 
these activities. An ad hoc notice will be 
forwarded, not only to individuals who have 
worked at Queen Square, but to all official 
neurological and neurosurgical Societies. For 
details, apply to Dr. Macdonald Critchley, 
National Hospital, Queen Square, London, 
W.C.1. 


THE COWDRAY CLUB 
Tue Cowdray Club, whose premises are at 20 
Cavendish Square, the home of Lord and Lady 
Oxford and Asquith from 1895 to 1921, is 
primarily intended for nurses and professional 
women, but others may be elected at the dis- 
cretion of the council. Members of the Royal 
College of Nursing are admitted to membership 
on specially privileged terms. Nurses and other 
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professional women visiting London from 
abroad may be elected temporary members of 
the club for a period of up to six months. Among 
the many facilities provided by the club in its 
lovely 18th-century house are 50 bedrooms. 
Full details concerning membership can be 
obtained from the Secretary, The Cowdray 
Club, 20 Cavendish Square, London, W.1. 


B.U.P.A. 

THE annual report of the British United Provi- 
dent Association (B.U.P.A.) for the year ended 
June 30, 1959, shows that during the year under 
review 38,896 new registrations were effected, 
making a total of 339,428. Allowing for wives 
and children included as dependants, B.U.P.A. 
was shielding 750,000 individuals on June 30, 
1959. During the six months from its introduc- 
tion on January 1, 1959, 2,894 subscribers 
General Practitioners’ Scheme. 
During the year, subscription income increased 
by £394,643, and for the first time exceeded £3 
million. Nearly 85% of the subscription income 
was absorbed by claims, and rather less than 
10% by administration expenses. 


NUFFIELD FOUNDATION 

‘THE capital of the Nuffield Foundation has risen 
from £10 million to £25 million, and its income 
from £350,000 to £1,350,000. Since its creation 
it has distributed practically {£9 million, and 
in the year ended March 19509 its grants totalled 
£1,137,900. As the annual report for this period 
shows, the Foundation has been as eclectic as 
ever in its distribution of largesse. Biological 
research is still the favourite, and one of the 
largest grants is £50,000 to the University of 
Edinburgh for research on fibroblasts. The 
almost infinite variety of the Foundation’s 
interests is admirably demonstrated by a selec- 
tion of some of the investigations it supports: 
‘Wastage among school teachers’, ‘Historical 
Atlas of Cheshire’, “The ageing ovary’, ‘Study of 
South African termites’, ‘Swamp research’, 
‘Breeding small marsupials in captivity’, 
‘Shakespeare in India’. 


SUICIDE RATES 
IN 1958, there were 5,298 suicides (3,175 males 
and 2,123 females) in England and Wales, ac- 
cording to provisional figures issued by the 
Registrar General. This is 1% fewer than in 1957. 
A comparison of suicide rates in England and 
Wales and in the United States of America in 
1956 shows that the male rate was 12% higher 
in the United States than in England and Wales 
but the female rate was lower by nearly a half. 
As assessed by death rates per 100,000 popula- 
tion, the most common means of committing 
suicide among males in the United States was 
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firearms and explosives (8.9 per 100,000), 
whereas these were responsible for a rate of only 
I per 100,000 in England and Wales. In England 
and Wales the most common method of com- 
mitting suicide among males was gas (6.3 per 
100,000), compared with 1 per 100,000 in 
the United States. For women, hanging and 
strangulation and firearms and explosives head 
the list in the United States (each with a rate of 
1.2 per 100,000), whilst in England and Wales 
gas was by far the most common method 
(5.1 per 100,000). 


G.P’s AND SCHOOL DOCTORS 
It is the policy of the Middlesex County 
Council, according to the principal school 
medical officer in his annual report for 1958, 
that ‘before any child is referred for hospital or 
specialist treatment (except of course in an 
emergency) the general practitioner shall be 
asked if he is agreeable to this course, wishes to 
undertake the treatment himself, or wishes 
himself to be the referring agent’. In the 
majority of cases general practitioners have 
been willing that children shall be referred by 
school medical officers provided they are kept 
informed about their patients’ condition. 
‘Although’, the report adds, ‘consistent and 
considerable effort is expended by school 
medical officers to send all relevant information 
on children’s health to their general practi- 
tioners, it is seldom that general practitioners 
send information to school medical officers’. 


TULARAMIA 

TULARAMIA, at one time supposed to be con- 
fined to the United States of America, Japan 
and Siberia, is now becoming more widespread 
in Europe. According to H. Knothe et al. 
(Germ. med. Monthly, 1959, 4, 269), 428 cases 
have been reported in Germany since 1948. In 
many cases field hares were the source of in- 
fection, but it is not considered that these are 
the reservoir of infection. The most likely ex- 
planation is that the water rat and field mouse 
act as reservoirs of infection. As the disease is 
now endemic in certain areas of Germany, 
including Mecklenburg, Main-Franken, and 
Schleswig-Holstein, German practitioners have 
been warned to be on the look-out for the 
disease. One of the features which tularemia 
shares with undulant fever—with which it is 
often confused—is the slow recovery, charac- 
terized by fatigue often persisting for months. 


A NEW HEARING-AID 
A NEw hearing-aid has just become available 
which is held in the hand and raised to the ear 
as required. Pressure against the ear switches 
;t on. The cost is £16 1os. 


AND PREPARATIONS 
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‘MILK BREAD’ 

IN a report, by the Food Standards Committee, 
on the description, composition and labelling of 
bread containing milk ingredients (so-called 
‘milk bread’) the recommended minimum 
standard is 4.2% of whole milk solids or skim 
milk solids calculated on the weight of the loaf. 
The committee consider that claims that ‘milk 
bread’ is rich in any of the nutrients contained in 
milk should not be allowed. 


CHILDREN AND COLOURED 
TABLETS 

THE annual report for 1958 of the medical 
officer of health for Plymouth includes a report 
by Dr. T. Forrest and Dr. Hugh Jolly of an 
investigation they carried out to discover which 
colour is preferred by children. The purpose of 
the investigation was to try and find out whether 
there was any one particular colour which 
might be used for medicinal tablets and thereby 
help to reduce the incidence of accidental 
poisoning among children from their eating 
tablets which they find lying about the house. 

The investigation, which included 613 child- 
ren, aged 1 to 8 years, showed that bright 
colours were the most popular. Magenta was 
easily the winner, being chosen by 104 children, 
followed by pink (74 children), blue (66 
children) and orange (64 children). Curiously 
enough, brown came next (61 children), but 
this may have been because it suggested choco- 
late. White was well down the list (52 children) 
and black (45 children) and wine (44 children) 
came last. The low position of white is attri- 
buted to the fact that ‘children believed that the 
white one was a “pill” and not a sweet’. The 
conclusion reached is that tablets be kept white 
‘in order that they should look like ‘“‘pills”’ 
rather than that attractive colours should be 
introduced which make them look like sweets’. 


LEECHES FOR SALE 

‘LeecHes may still be purchased in some 
London pharmacies, and some of the old 
teaching hospitals such as St. George’s Hospital, 
London, have a leech aquarium. The leeches, 
however, are employed today only to remove 
contused blood from a black eye!’—Miss Agnes 
Lothian, F.P.S. (Chemist and Druggist, Novem- 
ber 10, 1959.) 


PUBLICATIONS 
Lectures on the Scientific Basis of Medicine, Vol. 
VII, 1957-58, maintains the high standards of 
its predecessors. A selection of the series of 
lectures organized each year by the British 
Postgraduate Medical Federation, it provides an 
authoritative review of the ‘growing points’ of 
medical research. To select would be invidious, 
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but the clinician will be particularly interested in 
‘Problems in the pathology of coronary artery 
disease’, by Professor G. L. Montgomery; 
‘Some biochemical aspects of hypertension’, by 
Professor W. S. Peart; and ‘Poliomyelitis’, by 
Professor G. W. A. Dick. This is a volume 
which will appeal to the intelligent practitioner 
who wishes to keep in touch with what the 
‘back-room boys’ are doing. (University of 
London: The Athlone Press, price 45s.) 


The Cranial Nerves: Anatomy and Anatomico- 
clinical Correlations, by Alf Brodal, M.pD., sets 
out concisely and accurately the main anatomical 
features of the cranial nerves together with short 
notes on the relative neurophysiology. It is 
perhaps a pity that such a book should not form 
part of a complete work on neuro-anatomy and 
neurophysiology; to take such a part of the 
nervous system out of its context makes an 
arbitrary division with no clinical or physiologi- 
cal justification. The book should prove useful 
to students with a special interest in anatomy 
and to neurologists in training. (Blackwell 
Scientific Publications Ltd., price 155.) 


Communicable Diseases in Schools is a most useful 
summary of the statutory regulations in force in 
fifteen countries. It is a WHO publication which 
will prove of value, as well as interest, to all 
school medical officers and school doctors, as 
well as pxdiatricians. (H.M. Stationery Office, 
price 3s. 6d.) 


Hospital Library Services is the report of a 
committee sponsored by the King Edward’s 
Hospital Fund for London, based upon a survey 
of the library facilities provided by, or available 
to, hospitals in the North West Metropolitan 
Region. Its conclusions and recommendations 
have a much wider significance and apply to the 
country as a whole. Hospital library facilities 
have developed in an entirely haphazard manner. 
This is the first authoritative survey of the 
subject and as such it demands the careful 
attention of all concerned with the running of 
our hospitals. (King Edward's Hospital Fund 
for London, price 2s. 6d.) 


Food Values in Shares and Weights, by Clara 
M. Taylor, Ph.D., in its second edition, contains 
a mass of information on all aspects of food re- 
quirements—mainly tabulated. It provides a 
valuable reference book for the dietitian. 
(The Macmillan Co., 28s.) 


Notes, by H. Hill, F.R.s.H., 
F.S.P.H.1., A.M.I.P.H.E., and E. Dodsworth, 
F.R.S.H., F.S.P.H.1., M.INST.P.c.—The fifth edition 
of this useful little book continues to provide the 
public health student with concise information 
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on present-day knowledge of foods and their 
inspection and is also a handy reference book 
for the qualified officer. (H. K. Lewis & Co. 
Ltd., price 1os. 6d.) 


The Pharmacist is No. 62 in the ‘Choice of 
Careers’ series published by the Central Youth 
Employment Executive. It describes the work 
of pharmacists in each branch of practice and 
indicates the qualities and qualifications required 
in the profession. (H.M. Stationery Office, 
price 9d.) 


Epidemic Diseases, by the late A. H. Gale, p.M., 
p.P.H.—In this Pelican Book the late Dr. A. H. 
Gale has succeeded in assembling within a 
small compass an enthralling story of epidemic 
disease in this country. It is a remarkable book 
because the author has produced an account of 
epidemic disease in such a way that it will have 
an appeal to both those who have considerable 
knowledge of the subject and the non-technical 
reader. Diseases now mainly of historical interest 
are considered and those which are still the 
subject of research. Current problems are dealt 
with in such a way as to bring the reader face to 
face with essential facts of the situation. It will 
appeal to all who are interested in current 
knowledge and readers will be left with a desire 
to pursue this interesting subject. This is a book 
which is difficult to put down and it can in every 
way be recommended to the intelligent reader. 
(Penguin Books Ltd., price 3s. 6d.) 


Lloyd-Luke (Medical Books) Ltd. have now 
issued the 1959-60 edition of their catalogue. 
(49 Newman Street, London, W.1.) 


OFFICIAL PUBLICATION 

Effect of Small Doses of Alcohol on a Skill 
Resembling Driving (Medical Research Council 
Memorandum No. 38), by G. C. Drew, W. P. 
Colquhoun, and Hazel A. Long, is a detailed 
account of a study undertaken to investigate the 
effects of small amounts of alcohol which would 
produce concentrations in the blood below those 
regarded in a number of countries as evidence 
of intoxication, and within the range of those 
reached in ordinary social drinking. The results 
show that, in general, performance begins to 
deteriorate with very low blood alcohol levels. 
A high proportion of individuals tested showed 
a measurable impairment of performance after 
drinking amounts of alcohol too small to produce 
even those clinical signs of intoxication apparent 
to trained observers. (H.M. Stationery Office, 
price 7s. 6d.) 


CORRIGENDUM.—In the reply to the query on anti-athero- 
genic diet on P 772 of last month’s issue, the word 
‘alphona’ should read ‘alfonal’. 





ANNOUNCEMENTS 








When high-potency Vitamin B is indicated... 


PARENTROVITE and OROVITE 


Standard Reference Cards 
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NOTES FROM THE CONTINENT 


A European Newsletter 


FRANCE 


Successful renal graft.—Preliminary success in 
the grafting of a kidney is reported by Professor 
J. Hamburger and his colleagues. The recipient 
was a 37-year-old man with progressive, near- 
terminal renal failure resulting from chronic 
disease of the kidneys. The donor was his 
dizygotic twin-brother. In order to reduce to a 
minimum the immunological response of the 
recipient to the transplant, he was exposed to a 
total body irradiation of 460r from a radioactive 
cobalt bomb immediately preceding the trans- 
plantation. For the next month he was kept 
under strictly aseptic conditions so as to prevent 
any risk of infection during the period of blood 
and bone marrow aplasia resulting from the 
irradiation. Initially the functioning of the 
transplanted kidney was satisfactory and all went 
well for the first two weeks. Then, during the 
third postoperative week, the patient passed 
through a critical period and renal function be- 
came unsatisfactory. By the end of the third 
week, however, renal function became satis- 
factory again, all signs of uremia disappeared, 
as did the retinal changes. It is suggested that 
the crisis in the third week was an abortive 
attempt on the part of the body to reject the 
foreign transplant, and the fact that this was 
overcome and renal function was re-established 
is taken as evidence that the preliminary total 
body irradiation had achieved its purpose. Four 
months after the transplanation renal function 
was essentially normal. 


Treatment of genito-urinary tuberculosis.—The 
necessity for prolonged therapy if success is to 
be achieved from the use of chemotherapy in 
the treatment of genito-urinary tuberculosis, is 
emphasized by Professor P. Macquet. Even in 
favourable cases, two years’ treatment is the 
minimum: more often it has to be maintained 
for three, or even four, years. As in all forms of 
tuberculosis, combined therapy is necessary but, 
in view of the liability to side-effects, he is 
gradually giving up the use of streptomycin, and 
replacing it by cycloserine. This latter drug is 
also not without dangers and its administration 
must be carefully controlled. Its main adverse 
effect is on the central nervous system, and to 
prevent this action Professor Macquet routinely 
prescribes phenobarbitone. His scheme of treat- 


ment consists of cycloserine, PAS and isoniazid 
(the last two given intravenously) for the first 
six months. During the second six months he 
gives cycloserine and isoniazid—both by mouth. 
Treatment during the second year consists of 
PAS and isoniazid—both given orally. If the 
patient is unable to tolerate either cycloserine 
or PAS, these are replaced by streptomycin. 


Blood transfusions in premature infants.—There 
is no justification, according to F. Alison and 
J. Prevot-Pignede, for the suggestion that blood 
transfusions may have an inhibitory effect on 
the hemopoietic activity of the bone marrow. 
They base their conclusions upon their findings 
on marrow puncture in a series of 153 premature 
infants, 75 of whom had never had a blood 
transfusion, and 78 of whom had had repeated 
transfusions. In the non-transfused infants, on 
the day of birth there were about 50 erythro- 
blasts per 100 white cells. The number then fell 
rapidly to 3 to 4%, to rise again until at the 
end of the first month there were 20 to 25%. 
In the case of the infants who had blood trans- 
fusions this increase took place more slowly and 
the normal level was not reached until between 
the 11th and 14th week. The increase is slightly 
slower the greater the number of transfusions. 
Sixteen of these infants who had a complete 
blood examination and marrow puncture subse- 
quently were found to have a normal blood 
count and a normal marrow count. 


Varicella-zoster viruses and lymphadenopathy.— 
Attention is drawn by J. Bousser and his col- 
leagues to the increased susceptibility of patients 
with lymphadenopathy to infection with the 
varicella-zoster viruses. This is particularly the 
case in chronic lymphatic leukemia, and they 
give details of several patients to illustrate their 
point. Not only are these patients more sus- 
ceptible to infection but, when it occurs, it is 
more likely to run a virulent course, with in- 
volvement of the central nervous system. After 
reviewing the various theories that have been 
advanced to explain this association, they admit 
that the cause is still obscure, but they suggest 
that the correlation is strong enough to justify 
the suspicion of an underlying malignant lymph- 
adenopathy in a severe case of herpes zoster 
which does not run the usual course. 
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GERMANY 


Surgical sewing machine.—Russian surgeons had 
a field-day at the recent international surgical 
congress in Munich. Professor W. O. Demi- 
chow, of Moscow, demonstrated his now famous 
‘sewing machine’. Having dissected out, and 
severed, the carotid artery in a dog, with his 
machine he reconnected the cut ends in a 
matter of seconds. Dr. P. Androssow, the 
director of the Moscow Accident Clinic, dis- 
cussed the use of the machine in coping with 
partially severed limbs. He claimed that it was 
successful even if only a small viable bridge of 
tissue remained, but admitted that they had not 
yet succeeded in resuturing a completely 
severed limb. 

Looking to the future, Demichow and An- 
drossow foresaw the day when the revived heart 
of a corpse would take over control of the 
circulation of a patient while the latter’s heart 
was being operated on. This is a proceeding 
which they have already carried out successfully 
in dogs, and they see no reason why it should 
not be feasible in man, thus dispensing once 
and for all with the necessity of using heart-lung 
machines. The secret of success in this some- 
what macabre procedure is the speed with 
which the circulation is restored through the 
heart, and it is in attaining this speed that their 
‘sewing machine’ plays such an important part 


Poliomyelitis.—In the past year, 706,648 people 
have received two injections of poliomyelitis 
vaccine, and 106,355 have received one, in 
Federal Germany and Western Berlin. The 
vaccine used has been from varying sources— 
Germany, Belgium and the United States of 
America. Of over 121,700 children, born in 
1956, who received two injections in either 1957 
or 1958, only three contracted the disease, com- 
pared with 150 of the 539,700 unimmunized 
children. German experience has shown that 
the incidence of the disease falls most heavily 
on two-year-old children. It is therefore stressed 
that immunization should be carried out during 
the second half of the first year of life. 


Maladjusted children.— According to one speaker 
at the German Congress of Padiatrics, held in 


Munich, 5° to 6% of German children suffer 
from psychological disturbances or illnesses, 
and the incidence of peptic ulcers in children 
is said to be on the increase. The guiding 
principles laid down for educationists were: 
(a) Protect children from anxieties. (b) Ensure 
that they get enough sleep. (c) Advance their 
musical capabilities. (d) Give them space and 
time to play. 


Cirrhosis of the liver.—Liver disease figured 
prominently in the proceedings of the Con- 
gress of the German Society for Digestive and 
Metabolic Diseases. According to one speaker, 
64% of all cases of cirrhosis are secondary to 
hepatitis. What complicates an accurate etio- 
logical diagnosis is that more than half (58%) 
give no history of hepatitis, as the disease has 
run a silent clinical course. It is said that this 
type of cirrhosis—secondary to hepatitis—is the 
dangerous of all. Next in importance 
comes alcohol, but here there are marked geo- 
graphical differences. In France, for instance, 
alcohol is the major factor in the causation of 
cirrhosis. In Germany its importance varies 
from region to region. It is greatest in the 
wine-producing areas and in Hamburg. Other 
infections and intoxications play a relatively 
unimportant part. The incidence of cirrhosis 
due to ascending gall-bladder infection is less 
than 10° 


most 


Miscellanea.—Road accidents are causing as 
much anxiety in Germany as in other parts of 
the world, especially as it has been estimated 
that by 1967 there will be 8 million cars on the 
roads. Since 1948, every 22nd inhabitant of the 
Federal Republic has been a victim of a road 
accident. Increasing emphasis is being laid 
upon the need of the automobile industry 
building cars with an eye to safety. 

A vacuum extractor for facilitating childbirth 
has been recommended by a Brunswick gyne- 
cologist. Suction terminals are attached to the 
head of the child, and an air-pump is employed 
to create a vacuum. This pump may be replaced 
by an electric motor. The advantage claimed for 
this method is that it reduces damage to the 
maternal soft tissues to a minimum. 
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fifty Bears Ago 


‘There is a remedy for everything, could men find it’.—Proverb. 


JANUARY 1910 


Tue January number begins with ‘Some clinical 
remarks on a shoulder case’ by Sir William 
Watson Cheyne, Bt, C.B., F.R.C.S., F.R.S., 
Senior Surgeon, King’s College Hospital. “The 


man has been a coachman, and he now wants 
to be up to date and become a motor driver 


Sir David Ferrier, M.D., Sc.D., LL.D 
(1843-1923) 

but he finds himself practically thrown out of 
employment because he cannot move his arm 
and shoulder properly. In the present circum- 
stances he would be unable to change his gears 
. . » What is best to be done? . . . The chief 
trouble . . . after excision of the shoulder, is 
weakness in raising the arm from the side, and 
that is not the movement which this man par- 
ticularly requires, but a forward and backward 
movement, with a little outward movement 
from the side. I think such a movement will be 
obtained from excision of the shoulder joint’. 

Sir Hugh Beevor, Bt, M.D., F.R.C.P., 
Physician, King’s College Hospital, and Honor- 
ary Physician to City of London Hospital for 
Diseases of the Chest, discusses ‘Mortality 
Returns: Tuberculosis’. From the table ‘giving 


the annual deaths in a standard million for all 
the counties in the last two decennia of the 
century it is plain that the improvement of the 
mass is no average of great fluctuations, but a 
progress in each county, which, whether good 
or bad, does not much change in its relative 
position the heavy phthisis mortality of 
London, Northumberland, and Lancashire is 
no more reduced than that of healthier counties 
absolutely per million population. This is a 
great encouragement to the societies for the 
prevention of tuberculosis, and justifies an 
ever-increasing effort in their cause’. 

Writing ‘On some points concerning the pre- 
servation of health in the tropics’, Sir Richard 
Havelock Charles, K.C.V.O., M.D., Physician 
in Ordinary to H.R.H. the Prince of Wales, 
Member of Medical Board, India Office, 
stresses that ‘Anything that comes straight 
from the fire, if digestible in the ordinary way, 
cannot cause bacillary mischief’. Of alcohol, he 
writes: ‘My advice is to let a boy be a total 
abstainer until he has reached 30 years of age, 
when he can use his own discretion’. On 
‘Dhobie itch’ he warns: ‘If clothing does not 
come back regularly from the wash, one must 
be alive to the fact that sometimes the garments 
are hired out’. The article ends with the ad- 
monition: “There are men who work for ten 
years without “‘leave’’, but it must not be for- 
gotten that though the first ten years can be 
spent in that manner, a man is not likely to 
work a second ten years’. 

In “The value of the undescended testis’, 
John Bland-Sutton, F.R.C.S., Surgeon to the 
Middlesex Hospital, refers to the investigations 
of Frankl which ‘show that the testis, like the 
ovary, is an intra-peritoneal. organ’. He con- 
tinues, the cause of ‘migration of the testes 
from the abdomen to the scrotum, and even the 
actual forces which produce it, remain a mystery 
in spite of much investigation and still more 
inconclusive speculation . . .’. On the value of 
a retained testis, he writes: ‘It may be fairly 
stated that undescended testes, if functional at 
all, are only so for a few years succeeding 
puberty’. In closing he emphasizes that ‘1. The 
imperfections of an undescended testis are the 
cause, not the consequence, of its failure to 
reach its goal in the scrotum. 2. An undescended 
testis is more liable to malignant disease than 
one which is normally lodged in the scrotum. 
3. Surgical efforts to preserve a retained, or a 
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partially descended testis, may be described as 
supererogation’. 

David Ferrier, M.D., F.R.S., Consulting 
Physician to the National Hospital for the 
Paralysed and Epileptic, begins his clinical lec- 
ture on ‘Some anomalies of internal secretion— 
acromegaly’ by remarking that ‘internal secre- 
tion is a subject on which we have as yet com- 
paratively little definite knowledge, though 
plenty of hypothesis and speculation’. Of Pierre 
Marie’s choice of the name acromegaly he says: 
‘The term is a barbarous one, but has become 
so current by use and wont that it is hopeless 
to alter it’. After describing the increased size 
of the hands and feet, the prognathism, and the 
other alterations which make the face ‘coarse 
and forbidding’, he refers to the abnormalities 
of bone, skin and cartilage observed on examina- 
tion after death, and to the pathological con- 
ditions, ‘sometimes a mere hyperplasia, at other 
times adenoma, colloid degeneration, sarcoma 
or glioma, etc.’. After reviewing the evidence 
which suggests that due to 
hyperactivity of the pituitary body, specially its 
anterior lobe’, he concludes: ‘As far as we have 
yet gone, the treatment of acromegaly is purely 
symptomatic, /.¢., directed to the relief of the 
more urgent symptoms’. 

Ferrier’s association with King’s 
Hospital began in 1871, and a chair of neuro- 
pathology was created in his honour in 1880, 


‘acromegaly is 
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the year in which he joined the staff of the 
National Hospital for the Paralysed and Epi- 
leptic. One of the founders of Brain, a president 
of the Neurological Society and of the Medical 
Society of London, he was elected F.R.S., and 
F.R.C.P. in 1876, in which year his book “The 
Functions of the Brain’ appeared. Short, slim, 
and dapper, Ferrier was a kindly man with a 
quick, acquisitive brain which enabled him to 
grasp the essentials of a case. Always ready to 
try new methods, he used psychological tech- 
niques and, at times, employed hypnotism. 
Ferrier, who was knighted in 1911, did much 
to advance neurology through his correlation of 
clinical and experimental investigations. 

In other articles, Smallwood Savage, M.B., 
F.R.C.S., Surgeon to the Maternity Hospital, 
Birmingham, writes ‘On the pathology of extra- 
uterine pregnancy as illustrated in nine cases’, 
and Eustace Smith, M.D., F.R.C.P., Senior 
Physician to the East London Hospital for 
Children, Consulting Physician to the Victoria 
Park Hospital for Diseases of the Chest, draws 
attention to ‘A little-recognized consequence of 
adenoid growths’. Cuthbert Lockyer, M.D., 
B.S., F.R.C.S., Senior Outpatient Officer, 
Samaritan Hospital, Consulting Gynacologist, 
St. Mary’s Hospital for Women and Children, 
writes on “The treatment of cancer of the 
cervix uteri’: ‘the most important subject in the 
whole realm of gynecology’. T. H. B. 
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JAGUAR 


MODELS 


Already enjoying pride of place in the esteem 
of press and public alike for exceptional 
performance, Jaguar now introduce a new 
conception of safety and luxury in these 
lavishly equipped new models. 18°, greater 
visibility is provided by new slim pillars, 
semi-wrap-around windscreen, greatly en- 
larged rear window and an overall increase 
in all window areas. The entirely new 
instrument panel layout has matched and 
grouped dials and switches as is customary 


The Mark 2 Jaguars have Dunlop race-proved Disc Brakes on all 4 wheels 


in aircraft practice. New comfort and safety 
features include interior heating carried to 
rear compartment, “brake-fluid-level” warn- 
ing light, courtesy lights operated by all four 
doors, finger-tip controlled head lamp flasher 
independent of foot-operated dip switch, 
and flush-fitting folded tables in rear of front 
seats. These and a score of other refine- 
ments recommend the Mark 2 models to all 
who demand the utmost in high performance 
motoring in a car of compact dimensions. 


London Showrooms: 88 PICCADILLY W.1 





MOTORING NOTES 


Winter Motoring 
By JOHN PRESTON 


JANUARY usually brings the first severe weather 
of the winter—if one disregards the fogs of 
November and December—and for motorists 
like practitioners who have to use their cars 
regularly at all hours of the day and night it 
pays to give some thought and attention to the 
state of the car and its equipment. 


MISTING UP 
First of all, everything possible should be done 
to ensure clear all-round vision in all kinds of 
weather, for nothing makes driving more tiring 


Fic. 1.—Checking wheel aligninent. 


(and potentially dangerous) than having to 
cope with misty or frosty windows and with 
indifferent windscreen-wiping arrangements. 
Misting up varies from car to car—some are 
much more prone to it than others—and there 
is a subject here that the Motor Industry Re- 
search Association might well investigate on 
behalf of motor manufacturers generally, be- 
cause there seems to be very little applied 
scientific knowledge about it at present. The 
windscreen can be demisted satisfactorily by 
using the ordinary heating and ventilation unit, 
boosted if necessary by the fan, although on 
some cars the placing of the air apertures at the 
foot of the screen leaves parts of it still misty. 
These parts can be kept reasonably clear by 
polishing the glass every few days with an anti- 
mist liquid. 

The rear window, on the other hand, usually 
lacks any demisting device, but there are several 
good remedies. One of them is to fit an electrical 


demisting strip, which keeps a section of the 
window clear, while another is to apply a sheet 
of treated Cellophane called Gnomist, which is 
used in aircraft to keep the instrument-dial 
glasses free from mist on the inside. This works 
very satisfactorily and can be used, if desired, 
for the whole of the rear window and the side 
windows as well—it is well worth fitting to the 
front windows at any rate, in order to ensure 
proper visibility at cross roads and when 
entering a main road from a side turning. I 
have noticed that some of the experienced 
drivers in the Monte Carlo Rally treat the 
front windows of their cars in this way. 


FROSTING UP 

As to the outside of the windscreen and win- 
dows, the main problems at this time of the 
year are rain and freezing rain, frost when the 
car is left standing outside, and mud or slush 
thrown up by vehicles in front after rain or 
snow. A two-speed windscreen wiper is useful 
for heavy rain and for clearing the screen 
quickly in conjunction with the jets from the 
washer, which is an indispensable accessory that 
all cars should obviously have as a part of their 
standard equipment. A new pair of wiper blades, 
incidentally, can make a surprising difference. 
Freezing rain can usually be dealt with by 
making the most of the heater, but it is a dif- 
ferent matter when the engine is cold. When 
the car is left standing in the open in bitter 
weather it is a good idea to follow the Scan- 
dinavian practice of covering the windscreen 
with a sheet of newspaper. This can then be 
peeled off, leaving a clear space on the wind- 
screen when you move away. 

The Scandinavians are expert at winter 
motoring, and a useful device I obtained on a 
visit to Stockholm was a plastic rectangle with 
a rubber flange on one side and a sharp edge of 
the plastic material on the other. This is handy 
for scraping off the rime from a frozen wind- 
screen and reduces the task of the heater in 
defrosting the screen. The rubber edge cleans 
the screen well in the summer in conjunction 
with a liquid cleaner. Thick frost can also be 
cleared from a windscreen by another of the 
liquids that can be obtained nowadays from 
garages and accessory shops. (Yet another 
liquid is a window polisher that can also be used 
as an additive to the water in the windscreen- 
washer reservoir to prevent it from freezing.) 
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MUD AND SLUSH 
The mud and slush 
wheels of other vehicles can usually be re- 
moved from the arcs of the screen-wiper blades 
with the aid of the washer jets, but the rest of 
the screen can become opaque in dirty weather 
and make dangerous blind spots. Here again the 
Swedes can teach us a lesson, for driving in 
slushy snow has made them realize that the best 
answer to the problem is to cut down the 
amount of mud thrown up by the wheels. And 
so, every car and lorry in Sweden must be fitted, 
by law, with deep mud flaps behind the rear 
wheels, which may not look very pretty but is 
common sense. 


thrown up from the 


WHEEL 
Turning to the mechanical side of the car, some 
of the risks and hazards of motoring in severe 
weather can be avoided by making sure that the 
steering, brakes and, above all, the tyres are in 
first-class condition. The Dunlop Film Unit 
have just produced an interesting little film that 
stresses the importance of correct wheel align- 
ment (fig. 1), chiefly as a means of avoiding 
excessive tyre 
can also reduce the stability of a car under 
severe braking or when cornering on a slippery 
surface. Wheel alignment, king-pin 
inclination and checked 
scientifically by gauges and instruments, and 
any garage can adjust them to accord with the 
maker's specification. 


ALIGNMENT 


wear, but irregular tyre wear 


camber, 


caster can all be 


WINTER TYRES 

A good set of tyres, by which is meant tyres with 
strong, road-gripping treads, can make all the 
difference to a 
ability to control the car in any emergency, or 
on an icy, slippery road. It is for this reason that 
so many motorists nowadays keep a couple of 
winter tyres of the Dunlop Weathermaster or 
Firestone Town and Country type for the rear 
wheels, removing them again in the spring. A 
most interesting development which has an 
application on these lines is the new Pirelli tyre 
with replaceable tread (fig. 2) consisting of 
three bands which are held in grooves by the 
air pressure in the casing. Not only does this 
permit a new tread to be fitted when the original 
one is worn, but it also means that an extra 
tread with a bold design for winter use can be 
bought separately and fitted to the casing during 
the winter. The new Pirelli tyre will come on 
the British market in the spring, at first only for 
cars with 15-inch wheels—the Sunbeam Rapier 
and the Triumph TR3 are two cars for which 
they will be suitab'e. 


motorist’s confidence in his 
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TYRES AT SPEED 
While on the subject of tyres, it is of interest to 
note that the Automobile Association has found 
punctures to be the most common cause of 
breakdown on M.1. Punctures are always in- 
convenient and can sometimes be dangerous 
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Fic. 2. 
The winter tread pat- The three bands which make 
tern without the ice up the tread of the BS3 tyre, 
spikes fitted and the casing. These are 
winter pattern tread bands. 


at high speed they can have fatal results, 
especially if it is a front tyre that blows out. It 
is fair to say that most British motorists have 
yet to acquire the experience of motorists in 
other countries with roads on which prolonged 
high speeds are possible, and the advice recently 
given by the Tyre Manufacturers’ Conference 
is therefore timely. 

For cars with a maximum speed of less than 
105 m.p.h. the recommended procedure is as 
follows. For normal motoring in Great Britain, 
excluding the new motorways, and for similar 
conditions elsewhere, standard tyres inflated at 
the recommended normal pressure may be 
For Continental-type motoring with the 
including driving on M.1, with 


used 


Same Car, 


lengthy periods of sustained speed of 85 to 


go m.p.h., standard or heavy duty tyres may be 
used but the inflation pressure should be 6 lb. 
per square inch above normal. If the same car 
is used mostly for high-speed Continental 
driving and for similar use on British motorways, 
specially designed tyres inflated to the pressure 
recommended by the manufacturers should be 
used, For cars with a maximum speed of 105 
m.p.h. or more, specially designed tyres are 
always The right kind of tyres 
running at the right pressures are therefore 
essential for fast motorway driving, but these 
precautions are unavailing, of course, if the 
tyres themselves are not in good condition. If 
there is the slightest doubt on that point, the 
cruising speed should be reduced accordingly. 


necessary. 
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As a consequence of the wide and successful prescribing of DROXALIN TABLETs in gastric 
ulcer, hyperacidity and in sickness of pregnancy, a demand arose for a liquid version of the 
DROXALIN formula. Introduced in 1958 as DROXALIN GEL this liquid formulation already has made 
a high reputation and is now widely prescribed. pROxALIN GEL is remarkable in its initial 
speed of action. Over the first two minutes, it is as much as three times as effective as the 
most prescribed acid adsorbents—Aluminium-Hydroxide or a well prescribed mixture of 
Magnesium Trisilicate and Aluminium Hydroxide. This initial speed of action is a potent 
factor in the management of gastric pain. DROXALIN produces no acid rebound or other harmful 
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TRAVEL NOTES 
Holidays off the Peg 


Br PENELOPE TURING 


IF one of those remarkable public opinion polls 
were taken on doctors’ views of motor-coach 
touring (fig. 1) and other kinds of organized 
holiday I have a pretty shrewd idea of what the 
verdict would be. I may be wrong, but I am 
inclined to think that the majority would dismiss 


Fic. 1.—Coaches can be spacious and comfortable. 


this form of travel out of hand, possibly with 
a diversity of emphatic expression that I should 
enjoy immensely. There are, of course, ,excep- 
tions. I have known a number of doctors who 
go on conducted holidays; I have even escorted 
some on the rare occasions when I act as a 
courier, and I do not think that they found this 
type of travel as deplorable as those who have 
never sampled it often believe. 

Now, I have no wish to attempt to convert 
people to packaged tours. On the other hand, a 
good deal of nonsense is talked about this sub- 
ject. At the age of five I remarked to my 
governess with great solemnity: ‘I don’t like 
peas—I’ve never eaten them’. Whilst I would 
not suggest that every traveller should eat a 
plateful of tour, I think that the pros and cons 
are worth considering in various circumstances. 


TRAVEL WITHOUT TEARS 
In the first place there are people to whom 
conduc‘éed tours offer distinct advantages. Those 
who Jiave never gone abroad before will find 
this ‘che easiest introduction to travel, without 
any’ of the minor problems of language and 
codrdination; many having made the initial 
flunge in this way return independently after- 
wards. Others who are simply too busy to face 
the planning of an itinerary choose the ready- 
made product which demands little more 
thought than the writing of a cheque and no 
mental effort throughout the holiday; a sur- 


prising number of experienced travellers go on 
tours for this reason. 


THE LONE TRAVELLER 
There are many people who have to take their 
holidays alone. Here a party has obvious advan- 
tages, and by selecting your tour with care it is 
possible to be reasonably certain of meeting 
people with whom you have a common interest. 
I am sure that for a woman who wants to explore 
foreign countries and would otherwise have to 
travel on her own, a conducted tour is the best 
solution. Having travelled a good deal in Europe 
by myself I would be the last person to suggest 
that in these days it is difficult or unwise to do 
so. Far from it. But there are still countries, 
Italy and Spain for example, where women are 
not expected to wander about in the evening 
alone except for purposes which may be quite 
outside the traveller's intention. In a group you 
have a chance of seeing something of both day and 
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Fic. 2.—Ponte Vecchio and Palazzo Vecchio, Florence. 


night life, even though it be onlyin the beaten way 
of tourism. 


THE OLD AND THE YOUNG 
Elderly, lonely people probably get the maxi- 
mum out of escorted travel, provided they are 
reasonably fit. This proviso is important, for 
most tours are fairly strenuous, and it is not 
always easy to take a day’s rest if you feel 
off colour. 
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Finally, there is the question of value for 
money. If you want to see as much as possible 
—it may be seven or eight different countries- 
for the minimum cost, then the lightning tour 
is your answer. This is a good idea for the 
young and energetic. True, hitch-hiking and 
youth hostels are cheaper still, but where it is 
a case of a single boy or girl most parents would 
prefer the all-in cheque to the solitary bicycle. 
But be sure a gay, youthful tour is chosen; you 
will get small thanks for the company of old 
fogeys. 

HOW TO SELECT 

Next comes the question of selection. There are 
innumerable travel agents, and all the larger 
firms have their own tours and issue seductive 
and highly coloured brochures describing them. 
Not all, of course, are motor-coach excursions; 
there are tours by train, and many organized 
holidays—not necessarily touring—where trans- 
port is by charter aircraft. Taken by and large 
I think one can say that most of the propaganda 
is quite honest. There are sharks in the business 
but, in general, travel firms are anxious to 
provide the best service for their 
clients, and so obtain their custom again. 

A little common sense sorts out the standards. 
If you choose a ten-day continental holiday for 
about £20 you can expect the simplest type of 
accommodation, meals You are 
paying for the bare bones, and you cannot 
complain if the result lacks the fleshpots of 
Egypt. At such prices the firm has very little 
margin of profit anyway, and if they take book- 
ings through other smaller agents—as many do 

the latter take their cut of the price too. A 
fortnight’s holiday at {50 to {60, however, 
should provide quite good, though not luxury, 
hotels, and a reasonable standard of comfort. 
At higher prices there are genuine luxury tours. 

In assessing the type of people you are likely 
to meet consider the destination and price. A 
week’s trip to Brussels and Paris for under £30 
will appeal to a lot of people who, let us say, 
want to see “Gay Paree’ but have probably 
never been farther than Calais; the fastidious 
should avoid it. Budget-priced summer trips 
to the French Riviera, Majorca or the Costa 
Brava are popular with young people who want 
to air their sunsuits, acquire a tan, and the 
cachet of having been abroad. On the other 
hand, tours to the famous cities of Italy (fig. 2), 
Spain, or through the lovely country of Germany 
and Austria attract people who have a genuine 
interest in places and history. 

There are, too, a number of special tours 
which are always a sound choice if you are 
interested in their objects: archeology, music 
festivals, vineyard tours, the spring trips to the 
bulb fields, and so on 


possible 


and so on. 
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For visitors to Great Britain from overseas, 
there are many pleasant tours which are or- 
ganized by travel agents and transport com- 
panies, and which enable you to see the best of 
this country: the Scottish Highlands, the Border 
country, the Lake District, the Wye Valley and 


Fic. 3.--The Chapter Steps in Wells Cathedral. 


the enchanting south-western counties 
Somerset (fig. 3), Devon and Cornwall. 


SOME AGENCIES 

It is difficult to single out individual agencies, 
but two which specialize in the higher-priced 
general tours are Lammin Tours and Motor- 
ways. Festival Services deal with all music and 
other festivals, and feature some out of the 
ordinary holidays, such as a trip to Milan on 
February 1 for a week’s opera-going at La Scala, 
followed by a week at a choice of other resorts; 
or a spring tour (April 30) combining Dutch 
bulb fields, asparagus festival in the Rhine 
valley, Lake Constance and Paris. Thomas Cook 
& Son in their vast range cover tours to suit 
almost all purses and predilections. 

Modesty has made me defer mention of the 
inestimable value of a courier until the end. A 
courier is a kind of animated shock-absorber, 
and a shield intended to deflect from his or her 
charges the slings and arrows of outrageous 
fortune. The task is not always an easy one; 
do not forget to pass round the hat. 


Lammin Tours Ltd., 67 Blenheim Terrace, London, 
N.W.8; Motorways Ltd., 47-48 Piccadilly, W.1; Festival 
Services Ltd., 32 Beauchamp Place, S.W.3; Thos. Cook 
& Son Ltd., Berkeley St., W.1. 





Containing: prednisolone, hexacnlorophene, 
dibucaine hydrochloride, clemizole undecylate 


U.K. SUBSIDIARY: PHARMETHICALS (.onoon) LTD. 
20 GERRARD STREET, LONDON, W.1. 


Telephone: GERrard 3246 





fast acting 


reliable 


‘sTotevalelastiot: | 


SCHERIPROCT 
BASIC N.H.S. PRICE 


MK 6 SUPPOSITORIES 
4/- 
% TUBE OF 10G 7/4 


Me EXEMPT FROM P.7 


y 
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10 unknown diabetics in every GP’s care... 


The diabetic population of Great Britain numbers almost 

500,000 — yet only about half of them are known and under 
treatment. Statistically this means that every general practitioner 
has more than ten undetected diabetics in his care. 

These unknown diabetics are at risk. Many already show retinal 
changes and other vascular abnormalities at the time of diagnosis. 
These changes are often irreversible : their prognosis could only 
be improved by early diagnosis and treatment of diabetes. 
CLINISTIX® is the best aid to the diagnosis of diabetes. This simple 
dip-and-read test is specific for glucose: it takes only a few 
seconds, and has the correct sensitivity for significant results 
Every patient whose urine is positive to CLInisTIx should be 
regarded as a potential diabetic 


to detect diabetes 
simply dip-and-read 
Clinistix 


CLINISTIX Reagent Strips are availatile in bottles of 60 strips 
U K. Retail Price 6/-, less professional discount. From all chemists. 


Ames Company 
Nuffield House Piccadilly London W 1 


*Trade Mark 





BRIDGE NOTES 
Guile Won the Day 


By E. W. 


ONE evening Mr. Forceps was in a contract of 
four hearts with the following hands :— 
North 
Mr. Scalpel 


East 
Forceps 


South 
Dr. Bentinck 


The opening lead of a diamond from Dr. 
Bentinck was taken by Mr. Forceps’ Ace. He 
led back a small diamond. His hope was that 
either an opponent would make the ‘safe’ play 
of a third diamond, to give him a discard, or 
lead a trump in an attempt to prevent a ruff in 
dummy of a diamond. Dr. Bentinck did lead a 
trump, and so the contract was assured. 

A further opportunity for similar deception 
occurred in another rubber :— 


North 
Mr. Scalpel 
West 
Dr. Cdipus 
A108 


South 
Dr. Bentinck 


Forceps was playing this hand in a four-spade 
contract, and Bentinck led a heart. Success de- 
pended upon finding the position of the Queen 
of trumps if no help was forthcoming from the 
opposition. The lead of a small diamond to 
dummy with the apparent threat of a ruff of 
the suit in dummy caused Bentinck to be caught 
again. He followed up his taking of the trick 
with the King, from his Ace King, by leading 
a trump. So another contract was made. Ben- 
tinck’s apologies were cut short by Mr. Scalpel 
who said, ‘Of course, it was a difficult dummy 
to lead through. However, not very often can a 
ruff in dummy be prevented when dummy holds 
three trumps’. 

On another occasion Bentinck, again sitting 
South, dealt and passed. After two more passes, 
Forceps, sitting East, opened with two no- 
trumps. 

North 
Mr. Scalpel 


West 
Dr. Cdipus 


a 3 
4 
SJ + 
- 652 
South 
Dr. Bentinck 


Dr. Edipus, with his four points but with great 


DENHAM anp M. 


A. FREESTONE 


faith in Mr. Forceps, raised the contract to 
three no-trumps. Thus Forceps was playing his 
favourite contract. But when he saw dummy he 
carefully concealed the dismay he felt on hearing 
Dr. CEdipus remark as he put his hand down, 
‘My usual bunch of tram tickets, I am afraid’. 

The 10 of hearts had been led by Bentinck, 
and Forceps considered the situation. Eight 
tricks seemed the maximum unless a trick could 
be made in diamonds; but with the weakness 
in spades, and two tricks only in hearts that 
seemed hardly possible. Hardly possible, that 
was, except by guile, on which Forceps now 
depended. Having taken the heart trick he led 
off the Ace and King of Clubs only, and then 
as if he had no more clubs he led the Queen 
of diamonds. His hope was that the Ace and 
King of diamonds would be divided, and that 
each opponent would fear that by beating the 
Queen of diamonds he would make the Jack of 
diamonds an entry into dummy. The Ace and 
King of diamonds were in fact divided, and 
both Bentinck and Scalpel refused to beat the 
Queen. Forceps thus made the first nine tricks. 
The complete deal was as follows:— 


North 
Mr. Scalpel 


$9): 


West #1098 


Dr > ap 


9 
6 
J 
Q 


> 
v 
¢ 
* 


South 
Dr. Bentinck 
@KJito 
9 1090843 
@Atos 
#73 


1éss 


Dr. (Edipus felt that in view of the above he 
need await no invitation to give his comments. 
He observed, ‘What we have seen this evening 
fully bears out what I have suggested before— 
there are numerous contracts which the de- 
clarer could not make by his own skill but 
which are successful. Give your opponents the 
chance to make a mistake, and often they will 
because they are so much more in the dark. Of 
course, it is at the beginning of the hand when 
your opponents know so little of the position of 
the cards that you have the best chance to de- 
ceive them. Naturally you may be playing 
against strong opposition and your tricks will 
not often succeed. Of course, whatever the 
calibre of the opposition they must in time get 
used to your methods—which must therefore 
not be practised too often’. 


A 109 





THE PRACTITIONER 

















Five more visits 


Here’s the place. 


Usual farm road. Mud. Ruts. 
Slippery rock under. 


She’s taking it all right. 
(Town & Country on the back). 


There, we’re through. 


Doesn’t do for a doctor 
to get stuck. 


You too, will 


feel sate r= 
be sater—on 


Firestone Town & Country grips to keep you going or stop you safely in the worst road 
conditions, all the year round. This famous All-Season Firestone design is the first and 
most successful of all specialised rear-wheel tyres. 


BE A BETTER DRIVER. You owe it to your family, you owe it to 
others, you owe it te yourself to BE SAFE ON THE ROAD. 


Firestone TYRES — consistently good 
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The advantages of Digitoxin ‘‘lie in its 
complete absorption from the gastro- 
intestinal tract, lack of gastrointestinal 
distress, and the fact that once the main- 
tenance dose is adjusted, effects may be 
maintained for years without difficulty "’ 


(Walter Modell, Drugs of Choice 1958-1959, 
Henry Kimpton, London—Chapter 19, p. 439) 


digitaline nativelle 


Digitoxin of choice 


LABORATORY NATIVELLE Ltd. 
74-77 White Lion Street, LONDON, N.! 18-19 Temple Bar, DUBLIN 








Rely on Rybar 
for Instant Relief 


Ever increasing numbers of medical men are rely- 
ing on Rybarvin Inhalant to combat broncho- 
spasm. The Ministry of Health have agreed to 
the prices of Rybar asthma inhalants. 


RYBARVIN brings relief. Consistently, 

often spectacularly, attacks are cut short and 

their frequency lessened. Free from excess 

acid, non-irritant and non-habit-forming, it Pituitary Extract. Posterior 
; . ’ 7 P , P and Anterior Lobe 3 Si 

is an ideal inhalant for all asthmatics, Methylatropine Nitrate 


whether young or old. Papaverine .. . 
Adrenaline 


RYBAR INHALER has been specially [Oty Panmminobonsoate 
designed for aerosol therapy 


Both Rybarvin and the Inhaler may 
be prescribed on N.H.S. Form E.C.10. 


Samples and details of trial outfits 


forwarded on request. TANKERTON KENT 
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MARMITE 


yeast extract 











The prominent part played by diet in 
preventive medicine is now fully recog- 
nised. A well-balanced diet can contribute 
in Preventive markedly to general good health and, 
22 conversely, a faulty diet can precipitate 
Medicine illness and hinder recovery. Marmite is a 
useful protective food providing the 
important B vitamins in a convenient and 
appetising form. 


In the dietary control of obesity, diabetes 
2 : or other conditions a reduced intake of 
in Restricted vitamins may lead to complications. Addi- 
Diets tion of Marmite to these restricted diets 
supplements their content of B vitamins 
and adds flavour to meals which are apt to 

be dull and uninteresting. 


MARMITE LIMITED, 35SEETHING LANE, LONDON,E.C.3 











Literature on request 





(5506) 


Peptic discomfort? JON BD) at UNM Ms BD 


THE SAFEST AND BEST PREPARATION OF OPIUM 
Nepenthe holds pride of place among the many pre- 
parations of Opium produced over the last 100 years. 
Containing all the constituents of Opium, it does not 
cause the usual unpleasant after-effects associated with 


this drug and is effective over long periods. It can be 
prescribed with complete confidence. 

Packed in 2-, 4-, 8- and 16-oz. bottles and for injection 
in $-oz. rubber-capped bottles, sterile, ready for use. 
TONALIX A tonic restorative highly valued in the 
treatment of devitalised conditions. 


MIST. TUSSINFANS A reliable, palatable, and 

effective combination of expectorants free from 

narcotics and acceptable to the young. 

SEDRESOL OINTMENT _ It possesses antiseptic, 

sedative and healing properties, and is particularly 

indicated in cutaneous affections. 

SYROTUS Ap effective combination of expectorants 

prepared for children. pleasantly flavoured with cherry. 
Pleasant - tasting, buffered SYRUP. PECTORALIS RUB. A Cough Linctus 
antacid by Benger—a con- ane aay be found excellent in treating persistent 
servative, inexpensive first LOTIO ZINC. SEDATIVA A permanent suspension 
li herapy of finely divided zinc oxide, incorporating the cooling 
vedingtie in peptic effect of ether. 
ulcer. Samples and literature sent on request 


FERRIS & CO. LTD. > BRISTOL 


Aluphos is a trade mark Telephone: 94314/5 Telegrams: Ferris, BrisToL 
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Today the 


for throat and mouth infections 


Strepsils antiseptic lozenges offer the following advantages in the 
local treatment of mouth and throat infections: 
* Very wide range of activity 
Rapid bactericidal action 
Prolonged and soothing effect 
Contain no antibiotic or local anaesthetic 
Non-toxic 
* Low cost of treatment 
Strepsils are supplied in vacuum tins of 24 individually-wrapped 
lozenges at a Basic N.H.S. Price of 1/84d. 


Literature and further information gladly sent on request 


BOOTS PURE ORUG CO. LTD., NOTTINGHAM ENGLAND 
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AMPHETONE 


REGISTERED ) 


A GENERAL STIMULANT FOR THE 
CENTRAL NERVOUS SYSTEM 


For cases requiring a quick-acting general stimulant without increasing 
the patient's appetite, we consider Amphetone unique. It combines for 
the first time, Dexamphetamine Sulphate and Strychnine with Glycero- 
phosphates and members of the Vitamin B Group. The Dexamphetamine 
provides the convalescent with an immediate feeling of well-being, this 
being followed by the well-known tonic effects of the other medica- 
ments. Clinical reports have been excellent. 

FORMULA Dexamphetamine Sulphate B.P.C., 1/12 grain 
Strychnine Hydrochloride B.P., 1/60 grain: Calcium Glycero- 
phosphate B.P.C., 2 grains: Sodium Glycerophosphate B.P.C 

2 grains; Aneurine Hydrochloride B.P., 1/30 grain: Nicotin- 

amide B.P., 1/4 grain: Riboflavine B.P., 1/60 grain; Syrup of 
Blackcurrant B.P.C., 2 fluid drms.: Water, to |/2 fluid ounce 


[roson] [4] 


Available in bottles containing 10, 20, 40, 80 fluid ounces 
Prices 4/9, 8/9, 15/6, 27/9 each. Exempt from tax. (Basic N.H.S. Prices) 


JAMES WOOLLEY, SONS & CO. LTD., victoria BRIDGE, MANCHESTER 3 
In association with J. C. Arnfield & Sons Ltd. 


London Stockists: May, Roberts & Co., Ltd., 47 Stamford Hill, London, N.16 
Distributors for Northern Ireland: Messrs. Dobbin & Stewart, 47-49 Earl Street, Belfast 


| Have you received your copy of 


MODERN CONTRACEPTIVE TECHNIQUE? 


| 
| This manual on contraception has already proved 
invaluable to doctors in advising their patients. It 

7 presents a concise and compact survey of methods 

| commonly used, together with notes on methods which 
have medical approval, and also on others which are 
contra-indicated. You are invited to write for 

| your copy now. 


modern 


contraceptive 


technique ee 





The case against “natural” methods 


“coitus interruptus’’, are chiefly used because of the slight loss 
of sensitivity experienced with protectives (condoms). This 
problem is now almost entirely overcome by Durex Gossamer, 
a new kind of /ubricated protective. Durex Gossamer is treated 
with Sensitol, a “non-wet, non-messy” lubricant which 
substantially increases the level of sensitivity. Samples of 


| 
| Unreliable and harmful methods of contraception, such as 
| Durex Gossammer protectives on request. 


LONDON RUBBER CO. LTD. Dept. 306, HALL LANE, LONDON, E.4 
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Hospital Diet... 


However adequate, and attractive, the 
hospital diet, it may well be found that the 
patient’s will to eat and power to assimilate 
need a little encouragement. In many cases, 
when it is desired to spare the body physio- 
logical effort and still provide food, Lucozade 


aes eee eae 


will be found valuable. It is so refreshing 


and stimulating to the jaded palate that it 


creates a new desire for solid food. 


[OoNOoOooooooNOo 


Lucozade is lightly carbonated with an attractive 
golden colour and a pleasant citrus flavour. It 
contains 23.5°,, w/v Liquid Glucose and its 
energy value is 21 Calories per fluid ounce. It is 
supplied in 6 oz. and 26 oz. bottles. 


c 
c 
L 
0 
fe 


LUCOZADE 
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For the treatment of 


VARICOSE ULCERATION 


*CELLANBAND”’ 
THE ORIGINAL 4 
MODIFIED UNNA’'S THE ORIGINAL 


DIACHYLON CREPE 
PASTE BANDAGE! DNESIVE BANDAGE 


Both these effective and old established bandages are 


AVAILABLE ON E.C.10 


Please send for literature 


Ciucson,Gotatdeale. OLDBURY, BIRMINGHAM  srosdwel 1355 

















For SUB-ACUTE and Chronic dermatoses 


TAR + HYDROCORTISONE c.nsices:. 


TA HCOR TIN 
CREAM 


have pronounced advantages over either medicament alone 


The established germicidal, stimulating and anti-pruritic properties of tar, in the treatment of sub-acute and 
refractory skin affections, can now be considerably enhanced by its incorporation with hydrocortisone. 
* Clinical trials have shown that the two medicaments together exert a powerful synergistic 
action that is far more rapid, more pronounced and complete than the action of either alone 
These two valuable therapeutic agents are presented in a non-greasy, 
stainless, hydrophilic cream, known as TARCORTIN. 
* REFERENCES: J.A.M.A. 166:158, 1958 TARCORTIN CREAM is supplied in 7 grm 
Additional Clinical Publications on Tarcortin: | and 15 grm. tubes, containing 0.5% Hydro- 
Postgrad. Med. 21: 309, 1957. . . . $ 
J.M. Soc. New Jersey 53: 37, 1956. cortisone in a special coal-tar extract. 
Am. Practitioner 8: 1404, 1987, | * Literature available on request. 


STAFFORD-MILLER LIMITED - HATFIELD - HERTS 
Manufacturing Chemists. 
By arrangement with Reed & Carnrick, Jersey City, U.S.A. (Est. 1860) 
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Picture a crowded waiting room. So many 

patients with stuffy noses and thick heads. 
W h en So many who will return again and again 

with the same ‘cold spell’ symptoms. 

a When winter is thus back with a vengeance, 
you can reduce the burden on routine practice 
’ by prescribing KARVOL INHALANT CAPSULES. 
Soothing, decongestant KARVOL is the simplest, 
becomes most effective treatment for upper 
respiratory tract congestion. 


‘wait 


a It is easily expressed into hot water or 
onto handkerchief, pyjamas or pillow 
‘ . ’ without fear of staining. 
con g esti on The handy, one-dose KARVOL capsules fit easily 
into pocket or handbag... provide instant 


relief anywhere, night or day. 


Each KARVOL INHALANT CAPSULE contains: 
Menthol 7:9%, Chlorobutol 66% 

Oil of Cinammon 27%, Oil of Pine 18-8% 
Terpineol 148%, Chlorothymol 07% 


INHALANT CAPSULES packing: bottles of 10 capsules 


Basic NHS cost: 10 capsules as 
dispensed 104d 


THE CROOKES LABORATORIES LIMITED PARK ROYAL LONDON NW10 @ 
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If the answer is: “ Everything!” you need a 
filing system to master the chaos before the 
chaos masters you — and the most masterly 
filing cabinets are made by Amerson. Smart, 
efficient, in a variety of colours and finishes, 
Amselock filing cabinets save you time — no 
hunting! — no worry; you cannot lose 
things! They are specially designed to 
accommodate N.H.S. Medical Records and 
can be built up gradually as your practice 
increases. 


For further information, please write to: 


AMERSON Ltd 


(Sole Proprietors of the Amselock Patents) 


MAGNOID WORKS, ALBERT RD., BRISTOL 2 
Phone: BRISTOL 78054 


Amselock filing systems are also available from 
leading Surgical Instrument and Office Equipment 
Suppliers. 


ways to guarantee 
healthy mixed feeding 


HEINZ BABY FOODS are a “team” of 29 
varieties. Nourishing and hygienic, they are all 
made to the highest Heinz standards. They are 
good for babies—and mothers too, because 
they mean fuss-free and contented meal times. 


Creamed Spinach 

Beef and Liver Soup Creamed Cereal 

Bone and Vegetable Apples 

Broth Apple Prune and Custard 

Chicken Broth Apricots with Rice 

» sane 9 ey Chocolate Pudding 
omate Soup Egg Custard with Rice 

Vegetable Soup Fruit Dessert 

Beetroot de ; 

Carrots Pineapples with Rice 

Green Beans Piums with Semolina 

Peas Prunes with Cereal 


Beef Broth 


Junior Foods For Older Babies: 
Vegetable and Beef Dinner 
Tomato, Macaroni and Beef Dinner 
Beans with Ham 

Chicken and Rice 

Fruit Dessert 

Pineapple Rice Pudding 

Apricot Rice Pudding 


HEINZ” 


np 
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RESEARCH 
TO 
CONQUER 
CANCER 


The Imperial Cancer Research Fund, pioneer research 
organisation set up by the Royal Colleges of Physicians and 
Surgeons, seeks your help. 

Present-day cancer research demands a wide expansion of 
the Fund’s activities. {1,000,000 is needed to build new labor- 
atories in Lincoln’s Inn Fields. Due to open next year, this will 
be the most advanced cancer research centre in Europe. 

To complete its task, the Fund — which receives no official 


aid — can appeal only to you. You will help — won’t you ? 


dees IMPERIAL CANCER 
f 2 RESEARCH FUND 
he - 


of PATRON: HER MAJESTY THE QUEEN 
Bt 


Please send your gift to A. Dickson WriGuT, Esq., M.S., F.R.C.3., 
Royal College of Surgeons, 6: C.R.F, Lincoin’s Inn Fields, London, W.C.2. 








| cremalgin | 


- PARABAL 


PROVEN 
ECONOMICAL 
BRITISH 
PRODUGTS 


CREMALGIN 
rubefacient cream 


Basic N.H.S. cost 1/2} per oz: 
dispensing pack 

No more costly 

than B.P.C. formula 


PARABAL 


detoxicated 
phenobarbitone 


Basic N.H.S. cost 2/3 for 

50 tablets : dispensing pack 
A safe, predictable alternative 
to the tranquillizers 


TABALGIN (brand) 


0°5g. paracetamol 
tablets 


Basic N.H.S. cost 2/24 for 

40 tablets : dispensing pack 

A low-cost analgesic antipyretic 
Avoids the aspirin risk 


PHARMACEUTICAL CO. LTD 


9 Palmeira Mansions 
Church Road Hove 3 Sussex 
Telephone Hove 70608 
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cremalsin 


~ PARABAL 


TABALGIN 


PROVEN 
ECONOMICAL 
BRITISH 
PRODUCTS 


CREMALGIN 
rubefacient cream 


Basic N.H.S. cost 1/25 per oz: 
dispensing pack 

No more costly 

than B.P.C. formula 


PARABAL 


detoxicated 
phenobarbitone 


Basic N.H.S. cost 2/3 for 

50 tablets : dispensing pack 
A safe, predictable alternative 
to the tranquillizers 


TABALGIN (brand) 


05g. paracetamol 
tablets 


Basic N.H.S. cost 2/24 for 

40 tablets : dispensing pack 

A low-cost analgesic antipyretic 
Avoids the aspirin risk 


Gei:8eAia 


WEST 
PHARMACEUTICAL CO. LTD 


9 Palmeira Mansions 
Church Road Hove 3 Sussex 
Telephone Hove 70608 
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in acute, chronic and allergic rhinitis 


VASOCORT SPRAYPAK 


gently restores normal intranasal function 








VASOCORT SPRAYPAK contains hydrocortisone 
alcohol 0.02°, to reduce inflammation and oedema 
phenylephrine hydrochloride 0.125", for immediate 
decongestion p-hydroxyamphetamine hydrobromide 


0.5%. for long-lasting decongestion 


@) SMITH KLINE & FRENCH LABORATORIES LTD 


Welwyn Garden City, Herts 











VO: PA49 (col) ‘Vaoscort’ is a trade mark 









































But only 


Biomydrin 


has all these plus a 
MUCOLYTIC 


as well 


Thonzonium Bromide, the new mucolytic 
agent in Biomydrin, penetrates thick mucus 
and so ensures that all] the active principles 
reach the affected areas. 


That is why Biomydrin is the only 
COMPLETE nasal spray 
In a plastic self-sterilizing pack (4 fluid ounce). 


* Supplied on prescription only, so there is no 
danger of indiscriminate self-medication. 
FORMULA: Neomycin Sulphate 0.1%, Gramicidin 0.006%, 
Thonzylamine Hydrochloride 1.0%, Phenylephrine 
Hydrochloride 0.25%, Thonzonium Bromide 0.05%. 
Preserved with Thiomersal 0.002%. 


ren WILLIAM R. WARNER & CO. LTD. 
“ EASTLEIGH - HAMPSHIRE 


4.942 810 407 
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in respiratory disease 


Over £60,000,000 a year in lost productivity and sickness benefit and 
Nearly 27,000,000 working days lost through bronchitis each year among the insured 
Mounting toll on doctors’ time, and hospital beds 


Serious increase in number of fatal cases 


Calls for the dramatic action of 


LEDER LE LABORATORIES aaont, 


Se 
GREAT BRITAIN LTD. London W.C.2, a 
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Set Fair 
at the 
Menopause 


Menopausal symptoms 
are due to hormone 
deficiency therefore the 
rational treatment is 
replacement with the 
physiologically balanced 
hormones in Mixogen 


Each tablet contains: 


Ethinyleestradiol 
MIXOGEN |-:- 
Methyltestosterone 


TABLETS | 36 mg. 





*% Control is achieved without withdrawal 
bleeding. 


% Emotional balance is restored naturally. 


% Low dosage, low treatment cost. 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 


(@) ORGANON LABORATORIES LIMITED 





to resolve 
disabling 
anxieties and 


tension 


PENTAZIN TABLETS contain 


2mg., 4mg., or 8mg. 


perphenazine. Bottles of 50 


and 500. FENTAZIN INJECTION 


ontains 5mg. perphenazine 


in tc.c. Boxes of 5 and 100: 


ampoules of 1 cc. 


ALLEN & HANBURYS LTD 


Bethnal Green London E 2 


Fentazin’ is a trade mark 


Ny 
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PERNOMOL 


Regd. TRADE MARK 


CHILBLAIN PAINT 


Colourless Easily Applied 
Quick drying —_ Non-staining 


Active Constituents : Soothes instantly, encourages rapid reduction of 
Chiorbutol B.P. inflammation and promotes healing. 


Sasa hag Be Pernomol can be applied to broken chilblains, but 


Tannic Acid B.P early treatment will prevent this complication. 
Sp. Sap. Meth. B.P. . 
gen Pernomol is applied directly and economically from 
the convenient pocket vial (in aluminium case). 
J ac . ° . . . 
N.H.S. price per pencil Pernomol is free from sensitization. It is not advertised 
(complete in aluminium case) 2/- to the public and can be prescribed on Form E.C.10. 





STABILIZED KOLA AND VITAMIN TONIC 


Labiton is an invigorating and palat- 
able tonic prepared from stabilized 
KOLA NUTS by a special process 
which fully preserves the complex 
catechol-caffeinates responsible for 
the specific tonic activity of the 
fresh nut. 

Labiton is recommended in conva- 
lescence—especially after influenza. 
In depressive states and all forms 
of debility. 


In West Africa the Kola Nut is 3 A B | T ‘@) N pane ass so for both 
highly prized for its stimulating to the medical profession on 
and restorative properties. request. 


LABORATORIES FOR APPLIED BIOLOGY LTD. 
91 Amhurst Park, London, N.16. Telephone : STAmford Hill 2252/3 
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sLINICAL 
STUDIES 
PROVE 


A NEW GOMPOUND OF OUTSTANDING SAFETY | 


S 


the therapeutic 


Niamid 


a ae fi m- 
lain DEPRESSION 


Brand of nialamide ANGINA 
PECTORIS 


INOPERABLE 
MALIGNANT 
STATES & OTHER 
CONDITIONS 
: CHARACTERISED 
for use in a widening range of conditions BY CHRONIC 
INTRACTABLE 
PAIN 


Depression has been alleviated and patients have regained their 
interest in other people 
Angina Pectoris. Frequency and severity of attacks have been markedly 
reduced 
In Inoperable Malignant States and other conditions characterised by 
Chronic Intractable Pain distress has been relieved, well-being en- 
hanced and the administration of narcotics considerably delayed. 

25 meg. tablets in bottles of 30, 100 and 500. 


Availability ; 
Ns 100 mg. tablets in bottles of 30 and 100. 


Further information about this new product of Pfizer research is 
contained in the monograph “‘Niamid.”’ Copies are available on request. 
Niamid is marketed in the United Kingdom by 


HARVEY PHARMACEUTICALS 


A DEPARTMENT OF PFIZER LTD FOLKESTONE 
t Trade Mark 3584 
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freedom from pain 


In peptic ulcer, freedom from acid means freedom from pain. 
With single, intermittent doses of antacids, peaks of acidity 
and bouts of pain are inevitable. 

But when Prodexin tablets are sucked, continuous flow and 
efficient buffering give not merely relief, but constant protection 
from acid pain and a safe level of acidity to encourage 

the ulcer to heal. 


Prodexin 


the continuous-flow buffer antacid 


EACH PRODEXIN Aluminium glycinate- - - - - 0-9 gramme 
TABLET CONTAINS Light magnesium carbonate - - 0-1 gramme 


PACKAGES: 30 and 240 tablets Basic N.H.S. cost 3/1d. and 23/4d. 


BEECHAM RESEARCH 
Laboratories Ltd. 
45 BRENTFORD, MIDDLESEX 
Tel: ISLeworth 411! 
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An economic solution to today’s problems in large scale 
cooking, local and central heating, water heating, 
sterilisation and incineration is offered by Gas— 

and constant research on new gas and coke equipment, 
coupled with an excellent consumer service, 


ensures that tomorrow gas will be even more 


preferred for these purposes ... AND TODAY—. 


every industry and 12 million homes use GAS. 


ISSUED BY THE GAS COUNCIL 
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Simple, safe 


and economical therapy 


‘Cremotresamide’ is a reliable form of triple sulphon- 
amide therapy which combines the best-known 
sulphonamides for systemic use: sulphadimidine, 
sulphamerazine and sulphadiazine. 

Organisms which have developed resistance to penicillin 
and other antibiotics may still retain their sensitivity 
to sulphonamides. Thus ‘Cremotresamide’ is an effective 
preparation for treating B. coli cystitis, otitis media, 
upper respiratory infection, streptococcal sore throat 
and many similar conditions commonly seen in 
General Practice 

‘Cremotresamide’ is a most pleasantly flavoured 
suspension accepted by patients of all ages. It is given 
in a simple dosage and is economical to prescribe. 


Average adult maintenance dose is 2 teaspoonfuls 
every 6 hours. 

Maintenance dose for children is 4 to 2 teaspoonfuls 
every 6 hours according to age. 

The United Kingdom N.H.S. basic cost is 5s. Od. per 
4 fl.oz. {an average course of treatment). 


CREMOTRESAMIDE nest 
| M 


ERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 


MENINGOCOCCAL MENINGITIS 
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stelazine* calms 


ir patients alert and on the job 


‘Stelazine’ relieves tension, without depressing and soporific 
effects. It is ideally suited for the anxious patient whose work 
requires vigilance, concentration and exacting mental effort. 


stelazine 
Available in 1 mg. tablets in containers of 50 and 500 and in 1 mi. 
ampoules each containing 1 mg. 'Stelazine’, in packs of 12. 
For severe mental iliness, 5 rng. tablets aiso are availabie. 


FORMULA: 2-trifluoromerthyl-10-(3' [1"-methyl piperazinyl-4"}-propyl) 
phenothiazine dihydrochloride 


SMITH KLINE & FRENCH LABORATORIESLTD, Welwyn Garden City, Herts 


*“Steiazine’ (trade mark) brand of trifiuoperazine 
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“But, Doctor, 


I sleep 
so badly” 





Ws: AT she needs is a good night’s rest. 
But she sleeps badly—and all the worse, 
for worrying about it. 

In such a case, a simple, natural approach 
to the problem is the best. The beneficial 
effects of a warm milk drink at night are well 
known, and many doctors recognize Horlicks 
to be an ideal nightcap. 

Horlicks is partially predigested. It is 
suitable for patients of all ages. 





When your patient complains of pain 


“Aactirin 


the new, safer analgesic 





You would have prescribed codeine for this patient. You would have b 
in spite of its disadvantages. Her pain was severe enough not to be offset by mild an 
aspirin, yet not approaching an intensity demanding morphine. But, by prescribing ; 
patients with chronic painful conditions, you can be sure that you are affording welc 
and at the same time sparing them the discomforts of constipation, daytime sedation 
and other inconvenient side-effects associated with the long term use of analgesics. 
that Zactirin, containing the new Wyeth discovery ethoheptazine, offers you an ide: 
for prolonged treatment of active patients with moderately severe pain, regardless 
Try Zactirin in your practice and let your patients judge the results. 


ZAactirin ._. 


Packs of 10 and 100 tablets (each contains 75 mg. ethoheptazine 
citrate plus 325 mg. aspirin and 97 mg. calcium carbonate) 
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Does she haunt your surgery? 


Prozine 
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CODIS AND SOLUBILITY 


THE GREAT ADVANTAGE of Codis is that it provides a codeine com- 
pound tablet in which the aspirin content is soluble in water. (The 
codeine constituent is also soluble, and the phenacetin is in very 
fine suspension.) 

This is achieved by careful compounding and preparation, result- 
ing in tablets which are quickly absorbed and well tolerated—even in 
cases of proven intolerance to ordinary (insoluble) aspirin. 

To ensure stability and easy identification, the tablets are wrapped 
in moisture-proof distinctive gold foils of 10 tablets each (dispensing 
size), or boxes containing five foils of 4 tablets each (public size). 


Cc Oo D j Ss aco, AVAILABLE FOR DISPENSING 


Not advertised to the public 


Composition. Each Codis tablet contains: Acid. Acetylsalicyl. B.P. 4 gr., Phenacet. B.P. 4 gr., 
Codein. Phosph. B.P. 0.125 gr., Calc. Carb. B.P. 1.2 gr., Acid. Cit. B.P. (exsic.) 0.4 gr. 
For clinical samples and literature, please write to Reckitt & Sons Ltd., Pharmaceutical Department, Hull, 
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meprobamate plus 2§% 


20 and 250 capsules (Each capsule egntains 200 mg. 





ANNOUNCEMENTS 














CODIS AND SOLUBILITY 
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Working for the Nation’s Children No. 40 


“It ain’t the Child 
you want to look at” 


An Inspector of the Society told how 
recently a case was reported to him which at 
first seemed to be of a most alarming nature. 
It was said that in the early hours of the 
morning sounds of a terrific beating had come 
from a house, accompanied by the terrified 
shouts of a child, ““ Don’t, Mummy, don’t.”’ 


, 


“I made immediate enquiries ’’ says the 
Inspector, “and neighbours confirmed all 
that I had been told, but when I called at the 
house and explained the reason for my visit 
to the father he immediately said ‘It ain’t 
the child you want to look at, Mister, it’s me.’ 
He then showed me his neck, arms and 
shoulders which were covered with bruises. 

“ Apparently he and his wife had quar- 
relled and she had set about him with a stick. 
This, of course, had terrified the child and 
hence her screams. 

“I spoke seriously to the parents and I 
don’t think there will be any more trouble.”’ 

Cases like this—an actual case on the files 
of the N.S.P.C.C.—are dealt with frequently 
by the Society: for the scope of the Society's 
work is very much wider than cases of cruelty 
or gross neglect. If the Society can do 
anything at any time to help children whose 
welfare, happiness or future is in jeopardy, it 
will do it. This vital humanitarian work 
depends on your subscriptions and support. 
Please send your contributions to: 


The Director 


N°S°P-C°C 
ROOM 103, VICTORY HOUSE, 
LEICESTER SQUARE, LONDON, W.C.2 


The N.S.P.C.C. helped over 
100,000 children last year 


When advising on Wills and Bequests 
remember the N.S.P.C.C. 





Hyperacidity ? 


mos 


Pleasant - tasting buffered 
antacid by Benger—an ex- 
cellent first therapy at the 
onset of dyspepsia or hyper- 
acidity. 


Aluphos is a trade mark 











The Medical Service 
of the Royal Navy 


VACANCIES FOR MEDICAL OFFICERS 


Candidates are invited, for Short 
Service Commissions of 3 years, on 
termination of which agratuity of £600 
(tax free) is payable. Ample oppor- 
tunity is granted for transfer to 
Permanent Commissions on completion 
of one year’s total service. cers 
sotransferred are paid instead a grant 
of £1,500 (taxable). 


All entrants are required to be 
British subjects whose parents are 
British subjects, medically qualified, 
physically fit, and to pass an interview. 


Full particulars from: 
THE ADMIRALTY MEDICAL DEPARTMENT, 
QUEEN ANNE'S MANSIONS, 
ST. JAMES'S PARK, 
LONDON, S.W.1 
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SUDDEN 
THOUGHT 


Suppose you were — 
the patient ? 
How would you bear the strain financially? This Society 


has a variety of policies that have been specially devised 
to meet the needs of the Medical Profession. 


They specialise in 
Non Cancellable With Profit 
SICKNESS AND ACCIDENT INSURANCE. 
LIFE ASSURANCE. 
PERSONAL PENSION POLICIES. 


When you are buying a car why not ask for details of the Hire Purchase Scheme of our subsidiary company — the 
Medical Sickness Finance Corporation of 7 Cavendish Square, London, W.!. Telephone Museum 9348. 





Write for porticulars, ing this adver 
SS A A A SS ST 
3 CAVENDISH SQUARE, LONDON W.i. 
Telephone Langham 034! 





A 142 THE PRACTITIONER 


ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—Tut EARL SPENCER 
Medical Superintendent—THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 
suffering from incipient mental disorders, or who wish to prevent recurrent attacks of mental trouble; temporary 
ients, and certified patients of both sexes are received for treatment. Careful clinical, biochemical, bacterio- 
ical and pathological examinations. Private rooms with special nurses, male or female, in the Hospital or 

in one of the numerous villas in the grounds of the various branches can be provided. 


WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be 
admitted. It is equipped with all the apparatus for the complete investigation and treatment of Mental and 
Nervous Disorders by the most modern methods; insulin treatment is available for suitable cases. ‘There is an 

rating Theatre, a Dental Surgery, an X-Ray Room, an Ultra-Violet Apparatus, and a Department for 
Diathermy and High-Frequency treatment. It also contains Laboratories for biochemical, bacteriological, and 
pathological research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and 
farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and 
orchards of Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing. 


BRYN-Y¥Y-NEUADD HALL 


The seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Llanfairfechan 
amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 
. Patients may visit this branch for a short seaside change, or for longer periods. The Hospital has 

its own private bathing house on the seashore. There is trout fishing in the park. 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have 
their own gardens, and facilities are provided for handicrafts, such as ca ntry, &c. 

For terms and further particulars apply to the Medical Superintendent (Telephone: No. 4354, three lines, 
Northampton), who can be seen in London by appointment. 

















Where VAPOUR INHALANT 
TREATMENT is indicated 


prompt, safe relief 


from the spasms associated with whooping cough, 
bronchitis or winter cough; and from distressing 
catarrhal congestion arising from influenza and 
the common cold, is afforded by: 


WRIGHT'S COAL TAR 
INHALER & VAPORIZER 
with VAPORIZING LIQUID 


Complies with the specifications set out in 
Part IV of the N.H.S. Drug Tariff and may 


be prescribed on Form E.C.10. 
Obtainable from all Chemists 


WRIGHT LAYMAN & UMNEY, LTD., 42-50 Southwark St., London, S.E.1 


Manufacturers and Proprietors of Wright’s Coal Tar Soap 
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VIAN 


—usually 
referred to 
as Homo 
Sapiens 
because he 
has the good 
sense to 


enjoy over 


FIVE 
MILLION 
GUINNESS 
EVERY 
DAY 
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BACKACHE DUE TO 
LUMBO-SACRAL STRAIN 


HELPING THE PATIENT TO 
HELP HIMSELF—AND YOU 


In general practice, there is little time to spare 
for the instruction of the patient with simple 
backache. Yet treatment can often be carried 
out successfully at home: 

1 If the patient understands his condition. 
2 If he can be given a pain-relieving cream. 
3 If he can be taught a few simple exercises. 
To save valuable surgery time the makers of 
Algesal Salicylate Cream have prepared a 
series of instructional leaflets, with advice 
from a consultant in physical medicine. These 
leaflets are made up in tear-off pads. The one 
dealing with lumbo-sacral strain is illustrated 
here. 

Other Leaflets in this series deal with 
osteoarthritis of the knee, frozen shoulder and 
painful foot strain. Theycan be had, on request, 
together with samples of Algesal, from E.G.H. 
Laboratories. 


Algesal 
10% diethylamine salicylate in a soothing vanishing cream 


NON-IRRITANT, SKIN-PENETRATING SALICYLATE 
FOR THE RELIEF OF RHEUMATIC PAIN BY INUNCTION 


Algesal is not a counter-irritant or a rube- 
facient; it is a means of putting salicylate 
through the skin, at the site of rheumatic pain. 
The active ingredient is carried in a soothing, 
non-staining, white vanishing cream, with a 
mild, pleasant smell of lavender. 
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Details of home treacment for 
low backache due to lumbo-sacral strain 
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INDICATIONS 


Fibrositis or muscular rheu- 
matism, osteoarthritis, teno- 
synovitis, lumbo-sacral strain 
and local tissue pain after injury 
or exercise. 

Algesal is prescribable on Form 
E.C.10., basic N.H.S. price 2/8} 
per tube inc. P.T. 


E.G.H. LABORATORIES - PERU STREET: SALFORD 3: LANCS 
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the finest method of 


encouraging normal evacuation 
Despite the innumerable laxatives 
introduced since Taxol—it still remains 
the treatment of choice amongst 
physicians for the easy re-establishment of 
normal evacuation. Without purgation, 


Taxol gently but surely promotes 
the return of proper colonic function 
and encourages the resumption of 
a regular, comfortable bowel action. It is 
the method of choice for pre-operatory 
preparation, particularly for perineal 
and rectal interventions, and for 
use after operation. 


CONTINENTAL 
LABORATORIES LED 


10% GREAT RUSSELL STREET, LONDON, W.C.E 
Telephone: Museum 2042-3 Telegrams: Taxolabs Phone London 
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the finest method of 
encouraging normal evacuation 
Despite the innumerable laxatives 
introduced since Taxol—it still remains 


the treatment of choice amongst 
physicians for the easy re-establishment of 
normal evacuation. Without purgation, 


Taxol gently but surely promotes 
the return of proper colonic function 
and encourages the resumption of 
a regular, comfortable bowel action. It is 
the method of choice for pre-operatory 
preparation, particularly for perineal 
and rectal interventions, and for 
use after operation. 
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‘SECRGSTERON’ 


DIMETHISTERONE TASLETS 
the newest name in steroids 


a product of (0H) research 


‘Secrosteron’ is a highly potent, orally 
active, purely progestational agent. It 
brings about true secretory changes in 
the endometrium; and it has no 
estrogenic or androgenic action. 
Above all, it has increased potency over 
ethisterone and is active in a wide 
range of conditions, at many times 
smaller dosage levels. 

posace: ‘Secrosteron’ dosage schemes are 
simple—5 mg. three times daily in 
cases of Premenstrual Tension, 
Threatened Abortion, Menorrhagia, 
Metrorrhagia, Toxeemia of Pregnancy, 
and Amenorrhea, 

5 mg. daily for Habitual Abortion. 
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